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New (2nd) Edition Mayo Clinic Diet Manual 


Thoroughly revised for its New (2nd)) Edition 
this easy-to-use guide tells you how to feed patients 
who are in need of a special diet. 36 different 
dietary programs are described, with explanations 
of composition, adequacy, foods included and ex- 
cluded, and often sample menus. Each and every 
diet has been tried and proven at the Mayo Clinic. 


The New (2nd) Edition includes new information 
on recent findings concerning vitamin supplements 
—and the latest revision, 1953, of the Recommended 
Dietary Allowance of the National Research Coun- 
cil. Also added are a trial diet for food elimination 


W. B. SAUNDERS COMPANY 


and a table showing the caloric values of beverages 
and snack foods. 


The height-weight tables have been revised and the 
standard tube feeding altered. There are changes 
in the following dietary programs: following gastric 
surgery when the “dumping syndrome” is present; 
following colostomy, ileostomy, or resection of the 
bowel: for cardiorenal vascular diseases in both 
adults and children; for sprue; for diabetes: for 
hyperlipoidemia; for obesity; for underweight 
caused by anorexia; for infants. 


By THE COMMITTEE ON DIETETICS OF THE MAYO CLINIC. 247 pages, 
6”x9". $5.50 New (2nd) Edition—Ready now! 


West Washington Square, Philadelphia 5 


March, 1954 


When Laxation Must 
Prompt 
Depend SAL 


Sal Hepatica’s action has a sound 
pharmacologic basis because:- 


E It passes rapidly through the stomach. “The 

emptying time of the stomach is actually shortened by 
reducing the gastric acidity.”' Sal Hepatica is antacid. 
“Effervescent mixtures decrease the emptying time of 
the stomach.” Sal Hepatica is effervescent. 


YJ In the intestine it promptly stimulates peristalsis. 

Sal Hepatica, by osmotic action, draws water into the 
intestine; the increased fluid bulk initiates peristaltic 
action. Evacuation usually follows promptly. 


Pleasant-tasting Sal Hepatica provides 

APERIENT prompt gentle laxation without griping. Being 

oo antacid, it relieves the gastric hyperacidity 
LAXATIVE frequently accompanying constipation. 


REFERENCES : 
1. The Physiological Basis of Medical Practice. 1945, p. 486. 
2. New England J. Med. 235:80, July 18, 1946. 


CATHARTIC 


*Taken before breakfast, results will usually be achieved 
within an hour; taken one-half hour before supper, results 
will be obtained before retiring. 


Antacid Laxalll 


FERVESCENT SAME 


ANTACID, EFFERVESCENT, 
SALINE LAXATIVE 


PRODUCT OF BRISTOL-MYERS ¢* 19 WEST 50 STREET * NEW YORK 20, N. Y. 


ii 
| = 
= 
Hey 
"SCO, NEW 


urna! A.O.A. 


1954 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


TRAUMATIC ARTHRITIS FREQUENTLY RESPONDS TO A SINGLE INTRA-ARTICULAR INJECTION OF HYDROCORTONE ACETATE 


In traumatic arthritis-a spectacular response 


SALINE SUSPENSION OF 


ACETATE 


(HYDROCORTISONE ACETATE, MERCK) 


RESULTS: Intra-articular injection of HYDROCOR TONE 
Acetate has proved highly successful in traumatic 
arthritis. Fifteen of sixteen patients so treated 
responded with unequivocal improvement in both 
symptoms (diminished pain and stiffness) and 
signs (decreased swelling and improved function). 
Marked benefit was observed usually within hours. 


Brown, E.M., Frain, J.B., Udell, L. and Hollander, 
J.L., Am. J. Med. 15:656-665, Nov. 1953. 


OTHER INDICATIONS: Rheumatoid and osteoarthri- 
tis, acute and chronic bursitis, and gouty arthritis. 


supped: Saline Suspension of HYDROCORTONE 
Acetate—25 mg./cc., 5-cc. vials. 


HYDROCORTONE is the registered trade-mark of Merck & Co., Inc. for its brand of hydrocortisone. 
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Sov the woman frat ff 


not estrogen alone 


but GYNETONE 
REPETABS 


estrogen-androgen 
for superior symptomatic 
and systemic 


benefits 


two strengths 
0.02 mg. ethinyl] estradiol plus 5 mg. methyltestosterone. 
0.04 mg. ethinyl estradiol plus 10 mg. methyltestosterone. 


GYNETONE,® combined estrogen-androgen, Schering 
Repetass,® Repeat Action Tablets, Scherimg 
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My, these treatments are so 
7 COMFORTABLE and QUICK / 


That's just one of 

the reasons why doctors 
have bought over 
17,000 MICROTHERM’ 
diathermy 


Write for your copy of 
our new bulletin, The | - 
Ultimate in Diathermy. | 


POWER TUBE DIVISION 
® RAYTHEON MANUFACTURING COMPANY 


Micnrnolhoanrm 22 FOUNDRY AVE., WALTHAM 54, MASS. 
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To reduce voluntary food intake, every 
curb appetite AM PLUS capsule provides 5 mg. of 
dextro-amphetamine sulfate 


while maintaining 


The balanced AM PLUS formula assures 
sound nutrition adequate vitamin-mineral supply, essential 
in any weight control program 


each capsule of Sti Sj contains: 


DEXTRO-AMPHETAMINE 
SULFATE 
Vitamin A 5,000 U.S.P. Units 
400 U.S.P. Units 


Manganese 


Pyridoxine Hydrochloride Molybdenum 
Niacinamide Magnesium 

Ascorbic Acid Phosphorus 

Calcium Pantothenate Potassium 


. B. ROERIG AND COMPANY, Chicago 11, Illinois 
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physiologic relief of “morning sickness’ 


EMETROL 


[PHOSPHORATED CARBOHYDRATE SOLUTION] 


In a well-controlled study, Crunden and Davis! re- 
cently found that emerrot abolished or reduced the 

severity of pregnancy nausea in 78.8 percent of 123 

° ® patients ... usually within 24 hours. In contrast, a 
Kanney placebo of similar taste and appearance proved mod- 
erately beneficial in only 15.6 percent of 122 controls. 


EMETROL contains balanced amounts of levulose and 
dextrose in coacting association with orthophos- 
phoric acid, stabilized at an optimally adjusted pH. 
Containing no antihistaminics, barbiturates, or nar- 
cotics, it is a safe, inexpensive, physiologic agent 
which may be given freely without stimulating or 
depressing the patient. Its value for a given patient 
can be readily appraised by the physician in a 
minimum of time.' Dosage for nausea of pregnancy 
— 2 tablespoonfuls taken undiluted immediately on 
arising, repeated as required if nausea recurs. 
IMPORTANT: EMETROL must not be diluted or followed 
by any liquids for at least 15 minutes. 


Also beneficial in vomiting associated with intestinal 
“flu,” motion sickness, and nausea due to drug ther- 
apy or anesthesia. 

SUPPLIED: Bottles of 3 fl.oz. and 16 fl.oz. through all 
pharmacies. Literature and Samples on Request. 


1. Crunden, A. B., Jr., and Davis, W. A.: Am. J. Obst. & Gynec. 
65:311, 1953. 


KINNEY & COMPANY + COLUMBUS, INDIA 


NA 


4 
— = 
me 
~ 2 
— 


tais convalescent patient could gain 20 pounds 


with palatable oral fat emulsion 


An unusually palatable dietary additive, EDIOL 
can be taken alone and also combined 

with a variety of foods. Just two tablespoonfuls 
q.i.d. of this delicious oral fat suspension 

provide 600 extra calories. For still higher caloric 
intake, more may be prescribed as required. 
EDIOL micronized emulsion of coconut oil (50%) and 
sucrose (124% %), supplied in bottles of 16 fluid ounces. 


caloric boost without gastric burden 


New York 1, New York 
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@ Occludes the os uteri for at 
least ten hours after coitus 


e@ Immobilizes sperm in the 
fastest time recognized by 
the official Brown and 
Gamble technic 


e@ Maintains necessary vis- 
cosity at body temperature 


e@ Does not decompose or sep- 
arate while stored 


Supplied in 3-oz. tubes with a 
sanitary, durable plastic ap- 
—, designed to deliver 

ce. of jelly in front of the os 
uteri. Also in large, economy- 
size 5-oz. tubes 
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sperm-blocking 
sperm-immobilizing 


um 


VAGINAL JELLY 


~ Q 
COUNCIL OW 
PHARMACY 
CHEMISTRY 


A recent report by Gamble’ directs atten- 
tion to viscosity and barrier effectiveness 
as important considerations in the selec- 
tion of a contraceptive jelly. 


“To give efficient obstruction [to sperma- 
tozoa]...the material should be sufficiently 
fluid to spread throughout the vagina and 
establish a barrier over the os uteri. It 
should not, however, be so liquid as to leak 
out of the cavity or be too readily displaced 
from the os by coital or postcoital move- 
ments.” RAMSES Vaginal Jelly* fulfills 
these criteria. 


“Active agent, dodecaethyleneglycol 
monolaurate 5%, in a base of long-last- 
ing barrier effectiveness. 1. Gamble, C. 
J.: Report to Council on Pharmacy & 
Chemistry, A.M.A.: J.A.M.A. 153:1019, 
1953. 


gynecological division 


JULIUS SCHMID, INC. 
423 West 55th Street, New York 19, N.Y. 
quality first since 1883 
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SUITABILITY fon SOLUBILITY 


Laboratory studies have demonstrated the 
greater solubility of “Thiosulfil” as compared 
with the other three leading sulfonamides 
prescribed in urinary tract infections. 

This obvious advantage, added to high 
bacteriostatic activity and a low acetylation 


rate makes 


the safest and effective sulfonamide yet presented for 
urinary tract infections 


Rapid transport to site of infection for 
early and effective urinary concentration 


SULFADIMETINE 


z 
< 
” 


Rapid renal clearance 
Minimum toxicity 

Minimum risk of sensitization 
No alkalinization required 


No forcing of fluids 


“THIOSULFEIL. 


Brand of sulfamethylthiadiazole 


SUSPENSION TABLETS 


No. 914 — No. 785 — 
0.25 Gm. per 5c. 0.25 Gm. per tablet 
Bottles of 4 and Bottles of 100 

16 fluidounces and 1,000 


New York, N. Y. ¢ Montreal, Canada 


Solubility comparison at pH 6 in human urine at 37° C. 
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ATIC PATENTS 


In an extensive clinical investigation 
conducted by five well qualified physi- 
cians, treatment with Cobaden, a 
unique combination of adenosine-5- 
monophosphate and cyanocobalamin, 
. was successful in terms of pain- 
relief, restored mobility and diminished 
swelling and tenderness in 66 of 70 
patients... with osteoarthritis, polyar- 
ticular pain, polyarthritis, tendinitis 
(bursitis), musculofasciitis, tenosynovitis, 
peripheral neuritis (sciatica) and dia- 


betic neuropathy.””! 
1. De Lucia and Strosberg, Med. Times 82:1, 
p. 47. 1954. 


Each cc. of COBADEN contains: 
Adenosine-5-Monophosphoric acid........25 mg. 
Injection water q.s. 


PHARMACEUTICAL CO., INC. 
I" 223 COLUMBIA STREET. RENSSELAER, NEW YORK 
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AGAINST 


ection, URISED combats the twe primary 
dysuria and frequency, in genito-urinary infections. 


\ JRISED exerts the prompt antibacterial action of methen- 
ie amine, salol, methylene blue and benzoic acid along the 
entire urinary tract—to rapidly reduce irritation, spasm 

_. and the pus cell count—encourage healing of the muco- 
sal surfaces: © 


\ Topidly painful smooth muscle spasm and 

* ~<A in the restordtion of normal tone through the de- 

ible parasympatholytic action of atropine, hyoscy- 
gelsemium, 
on 


f 
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UPISEGG cumenic 
aC HARMACAL CC 5547 N. Ravenswood Ave., Chicago 40, Mlinois: 
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in Reducing Diet 


li is universally acknowledged that the only 
effective means of weight reduction is re- 
striction of caloric intake. Furthermore, it 
is acknowledged that no single food can be 
branded as fattening, that the solution to 
the problem is sensible limitation of the 
amounts of all foods eaten. 


That enriched bread has a place in the 
modern reducing diet is evidenced by its in- 
clusion in many weight reduction programs 
recommended by authorities in the fields of 
metabolism and internal medicine. Such a 
diet has recently been included in a pam- 
phlet published by one of the nationwide 
organizations concerned with national health 
and the increasing problem of obesity. 


This diet, a conventional reducing diet 
providing 1,200 to 1,400 calories per day, 


allows a balanced variety of basic foods in- 
cluding bread. Note the sample menu. 


Enriched bread is far more than just a 
carbohydrate food, as is often the mistaken 
concept. Moreover, in itself, it is not a “‘fat- 
tening food,” since only the calorically ex- 
cessive diet can induce increase in body 
weight. Three slices of enriched bread pro- 
vide only 189 calories, yet this amount 
makes a worthwhile contribution of biolog- 
ically applicable protein, B group vitamins, 
and valuable minerals including iron and 
calcium. Of even greater importance to the 
person dieting is the gustatory attractive- 
ness which bread lends to the meal. 


> mya » The Seal of Acceptance denotes that the nutritional 
fie. statements made in this advertisement are aecept- 
“ ay: able to the Council on Foods and Nutrition of the 


BREAKFAST 


4 ounces tomato juice Liverwurst sandwich 
1 boiled egg 1 slice of toast (1 ounce meat, mustard, lettuce) 
1 teaspoon butter Coffee with milk Celery Small bunch grapes 
l cup of milk 


DINNER BEDTIME 


Roast chicken (3 slices, or 3 ounces) Orange or 4% banana Y cup milk 
Broccoli 1 teaspoon butter 
Asparagus Fresh fruit cup 
Tomato-cucumber Coffee or tea 

salad, vinegar with milk 


20 North Wacker Drive 


AMERICAN BAKERS ASSOCIATION 


Chicago 6, Illinois 
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Whole Wheat, with 5% Extra Wheat Germ 
Twice as Much as in Natural Whole Wheat 


EXTRA-NUTRITIOUS 


Contains all nutrients of whole wheat plus all those of the 
extra wheat germ. 


GooD source OF VALUABLE PROTEIN 
At the low cost of less than 2¢ per 1-ounce 


RICH IN VITAMIN-B COMPLEX 
So often inadequate jn many diets. 


PLEASING WHOLE-GRAIN TEXTURE 
Adds interest to bland diets. Gently stimulates peristalsis. 


DELICIOUS HEART-OF-WHEAT FLAVOR 
Appeals to children and adults. 


cooKs IN just 10 SECONDS - -- A timesaver meal-planners 


appreciate. 


Ideal in Low-Sodium Diets 
No sodium salt added os in 


AMERICA’S no. 1 HOT WH 
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20 to 40% 


less phenobarbital 


in control of 


Anxiety Tension 
with 


ORGAPHEN 


tablets . . . liquid 


Clinical evidence* indicates that gratifying sedation (without stultifi- 
cation) may be readily achieved in anxiety tension and related condi- 
tions by means of ORGAPHEN, the unique, synergistic combination of 
organically bound iodine and a relatively small amount of pheno- 
barbital. The effective dose of ORGAPHEN (1 tablet, or 4-cc. teaspoonful) 
contains on/y / 5 grain of phenobarbital, with 4 grain of organically 
combined iodine equivalent to 10 minims of ORGANIDIN® solution. 
Since the usual sedative dose of phenobarbital ranges from 4 to '% 
grain 3 to 4 times daily, synergistic sedation with ORGAPHEN spares the 
patient 20 to 40% of the barbiturate, reduces tension, and lowers blood 
pressure without depression, sluggishness, or tendency to neurosis. 
Supplied: ORGAPHEN liquid, 16- fl. oz. bottles. ORGAPHEN tablets, 
bottles of 100. 


Nam ple x and literature on request 


*Slaughter, D., Grover, W. C., and Hawkins, R.: Report 
to American Therapeutic Society, Boston, 1950; S. Dakota 
J. Med. & Pharm., 3:357, 1950. 


WAMPOLE LABORATORIES 


Henry K. Wampole & Co., Incorporated . . . Philadelphia 23, Pa. 


2 MO. 


WHEN THE PARENTS 
OR THEIR PREVIOUS | 
CHILDREN HAVE A 

HISTORY or ALLERGY 


ALONE OR WITH 
BREAST MILK 


CONSIDER MULL-SOY FOR 
THE BABY AT BIRTH... 


OSPASM 


3 MO. { COLIC 48 HOURS 
| ON MULL-SOY 
4 MO. ia | WHEN SYMPTOMS INSTEAD OF 
SUGGESTING MILK cow's MILK F 
be 1S A RAPID 
smo.| CONTINUE MULL-SOY , ALLERGY OCCUR 
\ THROUGHOUT THE PERIOD TION) DIAGNOSTIC 
\ OF IMMUNOLOGIC Trewerne | METHOD 
IMMATURITY 
7 Mo. ASTHMA | 
8 MO. [anorexia 
“UNHAPPY 
TALL THE TIME} 


AND MORE OFTEN 


THAN NOT HE CAN 
BE PUT ON COW'S 
MILK LATER 
WITHOUT DIFFICULTY' 


An emulsified liquid soy preparation, 
MULL-SOY provides in one hypoallergenic 


source the protein, fat, carbohydrate, and 
minerals essential for infant feeding. 
Palatable, safe, easily digested, and as 


1. Clein, N. W.: Ann. Allergy 9:195, 1951. 


MULL-SOY WILL KEEP MOST 
**MILK-ALLERGIC BABIES" 


SYMPTOM FREE AND WELL 
NOURISHED UNTIL IMMUNOLOGIC 
MATURITY IS ACHIEVED? 


EASY TO PRESCRIBE—TO TAKE—TO DIGEST 


HYPOALLERGENIC SOY FOOD FOR INFANTS, CHILDR 


® 


sensitive infants. 


over Of 
‘000% ann 


* 


Liquid A 
ND ADULTE 


easy to use as evaporated milk, MULL-SOY 
is a logical basic formula for milk- 


Standard dilution is 1:1 with water... 
available in 15'-oz. tins at all pharmacies. 


2. Glaser, J., and Johnstone, D. E.: Ann. Allergy 10:433, 1952. 
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HYPOALLERGENIC SOY FOOD FOR INFANTS, CHILDREN, AND ADULTS 


smooth dietary management 
whenever milk allergy 
is a complication 


new convenience 
new flexibility 
new acceptance 


MULL-SOY Powdered is the counterpart of MULL-SOY Liquid 
in nutritional content and provides equally successful results. 
Exceptionally pleasing in appearance, easy to prepare, and pleasant 
to take, MULL-SOY Powdered assures the utmost in convenience 
and acceptability for your milk-allergic patients. Light-colored 

.. quickly soluble... readily digestible...minimal likelihood 
of loose stools... available in 1-lb. tins at all drug outlets. 


Professional literature and samples are available on request. 


Bordens PRESCRIPTION PRODUCTS DIVISION @) 


350 Madison Avenue, New York 17 
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ECONOMICAL 


You can help young parents save 
up to $50 on baby’s food bill the 
first year alone—Pet Evaporated 
Milk costs less than any other 
form of milk, far less than special 


infant feeding preparations. 


Favored Form of Milk 
for Infant Formula 


at 


ARCADE BUILDING, ST. LOUIS I, MISSOURI 


| 
> 
PET MILK COMPANY, 


isn’t the only fequire 
Sufficient body port 
Pimportant. ACE Rubber-Elastic §andages ne 
cad cBtion in @ batoxce weave the! 

Aprovides the elasticity and bo: needed far 


Sipport throughout the affects aree. 


wi 
BANDAGE 
BB BER FLAS iC ANUADE 
Handy Boller, wide (3 yds. fully 


ack, nec. v.c PAT. OFF. 


ACE Bondages Are Made Only 
BECTON, DICKINSGN ANGSLOMPANY, N. 


Pet «los ond be am 


a heal advance in control of 
rheumatic pain and spasm 


greater predictability * greater safety 
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mephenesin “solubilized”* by sodium salicylate 


MEPHOSAL (capsules, tablets, elixir) combines the safe, 
skeletal-muscle relaxant mephenesin made freely soluble 
by the primary rheumatic analgesic, sodium salicylate — 

and thus more readily available. The result is predictable, 
faster relief from pain and spasm in over 70% of rheumatic 
patients as against 55% with salicylates alone, and unpredictable 
relief with comparatively insoluble mephenesin alone. 


IMPORTANT—now 3 dosage forms of MEPHOSAL—for greater flexibility and convenience. 


Each capsule contains: 
Broad range, general Sodium Salicylate . . « « « 250 mg. 


(does not contain homatropine methylibromide) 


rheumatic therapy Dose: 1 or 2 capsules every 3 or 4 hours. 


MEPHOSAL TABLETS Each tablet contains: 
For rheumatic cases with Sodium Salicylate. 125 mg. 
associated g.i. disturbance Homatropine Methylbromide | = 1.25 mg. 
Dose: 2 or 3 tablets every 3 or 4 hours. 
MEPHOSAL ELIXIR Each teaspoonful (4 cc.) contains: 
Mephenesin. . ee 
For rheumatic cases with Sodium Salicylate. . . « + 400 mg. 
associated g.i. disturbance Homatropine Methylbromide  « 25 mg. 


Dose: 1 teaspoonful every 3 or 4 hours. 


Special note: MEPHOSAL TABLETS and MEPHOSAL ELIXIR 
both contain homatropine methylbromide. 


All dosage forms should be given preferably after meals or with a little milk. 


There are no real contraindications to the use of MEPHOSAL— no fear of serious toxic reactions—no fear of blood dyscrasias. 


Please —when prescribing specify the dosage form clearly. 


SAMPLES and 
literature on request. CROOKES LABORATORIES, INC. (Crcohes) MINEOLA, N. Y. 
*Patent applied for Therapeutic Preparations for the Medical Profession 
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Ee Protection against hunger pangs 


Obocell Complex contains d-Amphet- 
amine and Nicel.* Appetite is curbed 


at meals. Nicel sustains control by ex- 
tending the effects between meals. 


&3 Protection for his damaged liver 


Obocell Complex contains choline,’ 
best for transporting neutral fat, and 
inositol, considered superior in trans- 


porting cholesterol. 


E] Protection for his enzyme systems 


Obocell Complex supplies thiamine, 
riboflavin and niacinamide in amounts 
recommended by Zelman.' These vita- 
mins are essential in intermediary car- 
bohydrate metabolism and oxidative 


processes. 


1. Zelman, S.: Arch. Int. Med. 90: 141, 1952. 


A NEW PRODUCT ANNOUNCEMENT 


Each Obocell Complex capsule supplies: 


d-Amphetamine Phosphate (dibasic) 


Choline Bitartrate _ Bottles of 
Inositol . 50 and 500 


*Irwin-Neisler's Brand of High Viscosity Methylcellulose. 


IRWIN, NEISLER & COMPANY + DECATUR, ILLINOIS 
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mg. 
Thiamine Momonitrate O.8 mg. 


For proctoscopy and 

For preoperative cleansing and 

To relieve fecal or barium impactions?** 

For use in collecting stool specimens” 

Asaroutineenema 

In feody “squeeze bottle” 

cellophane envelope .. . distinctive rubber diaph 
of flow. Each single use unit of 41/9 fl. ozs. contains in each 100 ce., 16 Gm. 
sodium biphosphate and 6 Gm. sodium phosphate —an enemo solution of 


' (Fleet), as effective as the usua! enema of one or two pints : 
left colon catharsis two to five minutes. a 

(1) Sweetman, A.: J. So. Coroling M. A., 49:38, 1953. J. Dig. Dis. 18: 

(3) Hamilton, H., in Trans. Sth Am. Cong. Obst. & Gyn., Mosby, 1952, p. 69. es: < ea 

H.C: Am. J. Dig. Dis. 19.191, 1952. Maris. M. M., Personal 


B. FLEET INC. LYNCHBURG, VIRGINIA 


Prompt... Thorough 
‘The FLEET ENEMA 
the “squeeze bottle” 
| disposable unit 


FOR OFFICE, CLINIC, HOSPITAL, OR HOME USE) 4 
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coordinated action 
against 


/ spasm 


Trademark 


in skeletal muscle 
disorders 


SALIMEPH-C,*a new synergistic combination of mephenesin and salicylamide, 
successfully combats the interrelated pain and spasm of arthritis, myositis, 
bursitis, spondylitis, and low-back pain by providing: 


SUSTAINED MUSCLE RELAXATION: ina new clinical study! of 300 unselected cases of 
arthritic and myositie eonditions with associated pain and skeletal muscle 
spasm, SALIMEPH-C definitely gave effective relief from pain and spasm often 
after other forms of therapy including ACTH and Cortisone had failed. 
MAXIMUM SAFE ANALGESIA: use Of salicylamide in SALIMEPH-C provides desired 
analgesia at a lower drug level? and is better tolerated than acid-forming salicy- 
lates.*-* Optimum vitamin C levels are assured by the addition of ascorbic acid. 
REFERENCES: 1, Natenshon, A. L., Wisconsin M. J., in press. 

2. Seeberg, V. P., et al.: J. Pharmacol. & Exper. Therap. 

101:275, 1951. 8. Brodie, D. C., and Szekely, I. J.: J. Am. 


Pharm. A., Scient. Ed, 40:414, 1951, 4. Wegmann, T.: Each tablet of 
Schweiz. med. Wehnschr, 80:62, 1950, SALIMEPH-C contains: 


*Trademark of Kremers-Urban Co. - salicylamide 250 mg., me- 
‘ phenesin 250 mg., and as- 
ethical pharmaceuticals since 1894 corbic acid 15 mg. 
KREMERS-URBAN COMPANY supputep: bottles of 100, 
LABORATORIES IN MILWAUKEE 500, and 1000 tablets. 
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Partipilo— Surgical Technique 


and Principles of Operative Surgery 
By A.V. PARTIPILO, M.D., F.A.CS. 


Associate Clinical Professor of Surgery, The Stritch School 
of Medicine of Loyola University 


AND CONTRIBUTORS 
New 5th Edition 


Detailed technique of virtually every operative pro- 
cedure you may have occasion to use is presented in 
the new Sth edition of this book. In addition to 
technique, emphasis is on diagnosis, indications for 
operation, and pre- and postoperative treatment. 
New contributors have been added and 12 chapters 
completely rewritten to include new data on vago- 
tomy, duodenal obstruction, ventral hernia, vari- 
cocele, hydrocele, and surgery of the colon, rectum, 
gallbladder and extrahepatic ducts. The 998 illustra- 
tions carry legends so clear that nothing short of 
actual attendence in the operating room amphi- 
theatre can give you such lucid word and picture 
guidance. 


New Sth Edition. 704 Pages, 7”x10". 
998 MMlustrations on 548 Figures. $15.00 


Washington Square 


the 
leader 
in 
research 


mMacrern 


creator Of push-button controls 
now brings you an important 
advance in X-Ray Technology: 


TE Chl” 


CONTROL 
UNIT* 


with the ‘““‘DUOTECH” you 

get consistently better results 
with MODERATELY PRICED 
equipment, formerly 

obtainable only with the 

most expensive! 


LEA & FEBIGER 
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Herbut— 
Surgical Pathology 


By PETER A. HERBUT, M.D. 
Professor of Pathology, Jefferson Medical College and Director « 


Clinical Laboratories, Jefferson Medical College Hospital, 
Philadelphia, Ia. 


; New 2nd Edition 


Virtually written in the amphitheatre, this is a 
sound presentation of surgical pathology. Each part 
of the body is discussed separately. It is of im- 
portance to physicians interested in surgery, to sur- 
gical pathologists, and to students. The new 2nd 
edition has been enlarged by 183 pages. There are 
new chapters on The Adrenals and on the Central 
Nervous System. Several subjects have been rewrit- 
ten and numerous others have been added. Among 
these are the repair of wounds, thrombosis, burns. 
sacrococeygeal teratoma, effects of irradiation. 
trauma to vessels, embolism, and mitral stenosis. 
To the splendid group of illustrations, 124 new 
ones have been added and 7 others replaced. 


New 2nd Edition. 893 Pages. 
528 Illustrations. $14.00 


Philadelphia 6, Pa. 


*"puoTEcH”’ Milliampere 

Second (MaS) Integrator gives 

a revolutionary concept of 

accuracy in radiographic quality 

control with the fastest possible time 

of exposure. You get radiographs 

of consistent density regardless of 

power line conditions or other factors 
. - and the shorter exposure time 

gives sharper detail. 


*The “puoTecn” Simplified Technique 
reduces the usual 3 operational steps 
to 2. The Technician makes only 

2 selections: MaS and PKV. It’s easier 
and faster, while giving complete 
protection to the X-ray tube. 


uF. MATTERN MFG. CO. 
; 4635-59 No. Cicero Ave., Chicago 30, Illinois 
85 Please send me free booklet about the 


“‘DUOTECH”™ 
H "tc Have your dealer call for appointment 
Name 
a Addres 
City. State. 


Phone. 
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to support the healthy... to fortify the sick... 


‘ 
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a vitamin-mineral formulation 
of 21 balanced factors, 
supplementing the depleted diet 


each capsule of ~ contains: high-potency capsules 


Vitamin 5,000 U.S.P. Units specifically designed to 

Vitamin D 500 U.S.P. Units meet increased nutritional 

Vitamin B,, 1 mcg. 

Thiamine Hydrochloride ........................ 3 mg. needs during illness 

Riboflavin .... 3 mg. 

Pyridoxine Hydrochloride .................... 0.5 mg. each capsule of 

Ascorbic Acid ..... 50 mg 

Calcium Pantothenate 5 mg. 

Mixed Tocopherols (Type IV) .............. 5 mg. contains: 

1 mg. Vitamin D .......... 1,000 U.S.P. Units 

Todine 0.15 mg. Thiamine Mononitrate 10 mg. 

Potassi 5 mg. CONGUE 0.1 mg. 

Zinc ........ 1.2 mg. COpper 1 mg. 


J. B. ROERIG AND COMPANY 
Chicago 11, Illinois 
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TEN MILLION 


HYPERTENSIVES 
EVERY ONE AN INDIVIDUAL PROBLEM. 


HYPERTENSIVE DISEASE, wide- 
spread as it is today, cannot be 
defined as a discreet entity which 
responds universally to the admin- 
istration of a single drug. It is a 
complex and dynamic disease proc- 
ess for which—in its several 
stages ' one drug will suf- 
fice or prove optimally effective. 

Intensive Riker research has 
provided an armamentarium of 
drugs and drug combinations, 
embodying flexibility to fit the 
individual patient’s needs and 
responses, and at the same time 
offering a completely new simplic- 
ity in dosage and administration. 
These are the outstanding features 
of the Riker approach to hyperten- 
sive therapy: 


FOR THE PATIENT—Effective, safe 
drug therapy permits a fuller, hap- 
pier life, less hampered by restric- 
tions, and free from the need for 
heavy sedation. 

Fewer dosage adjustments, 
with simpler, easier-to-follow 
dosage instructions. 

Better prognosis regarding 
the deleterious influence of 


increasing pressure on the pro- 
gression of the disease. 

Greater freedom from hyper- 
tensive symptoms while under 
adequate therapy. 

Apprehension allayed by tran- 
quilizing effect of Rauwiloid. 

Much lessened incidence of 
undesirable side effects. 

Greater stability of lowered 
blood pressure makes chronic 
care safer and minimizes the 
possibility of escape from thera- 
peutic levels. 


FOR THE PHYSICIAN—For the first 
time, a complete spectrum of drug 
therapy for all hypertensives—in 
any stage of the disease—and with 
flexibility sufficient to adjust to 
individual response variations. 


Ease of dosage adjustment 
makes patient supervision less 
cumbersome and more secure. 

Proved clinical effectiveness 
with pharmacologically stable 
preparations. 

Patient-acceptance of tablet 
therapy without complicated 
time schedules. - 


REFERENCES 


1, Palmer, ER 
ving; C.R.: New Med. 
239-990 (Dec.) 1948. 

2. Keith, N.M.; Wagener, H.P., and 
Barker, N.W.: Am. J, M. Sé 197:332 
(Mar.)} 1939. 

3. Smithwick, R.H.: Hypertension, A 
edited by E.T. Beli, 

inmeapolis, University of Minnesota 
Press, 1951, pp. 429-448. 

4. Pickell, F.W.: J. Louisiana Soc. 
105393 (Oct.) 1953. 

5. Brit. Heart J. 12:350 (Oct.) 


6. Wilkin’, R.W.; Judson; W.E., 
Stanton, J.R.: Proc. New England a 
Cardiovas. Soc., 1951-1952, p. 34. ‘3 


7. Ford, Livesay, W.R.; Miller, 
and J.H.: M. Rec. & 
47 608 (Aug.) 1953. 3 

8. Wilkins, R.W., and Judson, W.E.: New 
England J. Med. 248:48 (Jan. 8) 1953. 

9. Ford, R.V., and Moyer, J.H.: Am. © 
Heart J. 46:754 (Nov.) 1953. 4 

10. Ford, R.V., and Moyer, J.H.: GP 8:51 
(Nov.) 1953. 
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for Mild, Labile Hypertension 

This selective alkaloidal extract 
(the alseroxylon fraction) of 
Rauwolfia serpentina provides 
effective treatment in the largest 
contingent of hypertensive 
patients—those with mild, 
labile hypertension.° 


Rauwiloid produces: 


e@ Dependable, gradual, temperate 
lowering of blood pressure. 


@ Subjective improvement and a sense: 


of well-being occur within days, usu- 
ally before full hypotensive effect is 
accomplished. 


@A new type of gentle sedation— 
without somnolence. 


@ Virtually no side effects. 
@ No tolerance development. 


@ No danger of postural hypotension 
or excessive drop in blood pressure. 


@ No known contraindications. 
@ Dosage is not critical 


@ Simple dosage regimen: One dose 
of 2 tablets per day (2 mg. per 
tablet) taken on retiring usually 
suffices. 


_in’a Single Tablet 


for Moderate to Severe Hypertension 
The combination of Rauwiloid 


FOR EACH 


with the faster-acting, more 
potent hypotensive— Veriloid® 
—provides effective therapy 
with least risk. 


Apparent synergistic action of 
the combined drugs results in 
full hypotensive effects of 
Veriloid in well tolerated 
dosage.® 


e@ Dramatic, rapid symptomatic im- 
provement when headache, dizzi- 
ness and tachycardia are prominent. 


@ Side effects of Veriloid (nausea and 
vomiting) rarely encountered. 


e@ Simpler plan of management with 
minimal dose adjustment and 
without loss of efficacy. Each tablet 
presents Rauwiloid 1 mg. and 
Veriloid 3 mg. Initial dose 1 tablet 
t.i.d., best after meals. Average 
maintenance dose, | tablet q.i.d. 


e@ Addition of Rauwiloid increases 
percentage of patients in whom 
Veriloid proves effective.’ 


RAUWILOID + HEXAMETHONIUM 
ina Single Tablet 


for intractable, Rapidly 

Progressing Hypertension 
When the patient’s status 
warrants risking treatment by 
ganglionic blockade, addition of 
Rauwiloid’s tranquilizing effect 
and gentle peristalsis stimu- 
lating action reduce erratic 


response inherent in hexame- 
thonium therapy.* Symptoms 
rapidly yield and tachycardia is 
relieved by mild bradycardic 
action of Rauwiloid. 


Apparent synergistic action of 
Rauwiloid results in full hypo- 
tensive effect of hexamethonium 
from greatly reduced dosage (up 
to 50% less).° 


Cautions and contraindications 
are only those applying to hexame- 


' thonium; but diligent patient su- 


pervision and careful instruction 
of the patient remain mandatory. 


Each tablet contains 
Rauwiloid 1 mg. and hexame- 
thonium 250 mg. Therapy 
should be initiated with 4 tablet 
q.i.d., not less than 4 hours 
apart, best before meals and at 
bedtime. After two weeks, when 
Rauwiloid effect has been 
established, dosage should be 
increased by 1 tablet per day, 
not oftener than twice weekly, 
until desired effect is obtained. 


IN HYPERTENSIVE CRISES 

Encephalopathy... Eclampsia 
Solution Intravenous Veriloid* 
and Solution Intramuscular 
Veriloid* provide for immediate 
control of the critical blood pres- 
sure; they should be followed by 
carefully selected, adequate oral 
therapy based on prognosis. 
*N.N.R, 


LABORATORIES, 


wa 
EFFECTIVE THERAPY 
ic 
| 


before y you prescribe | 


* COMPANY, INC 


_ (Division of E. Fougera & Co., Inc.) 
75 Varick Street, New York 13, N. 


| 

modern criteria of good digitalis therapy 
5 frequent dosage readjustment unnecessary _ 
virtual freedom from gastricupset 
ia _ conforms to the rigid criteria of a modern cardiotonicand = 
provides oral, I.M., and I.V. forms for flexibility of dosage 
Commare 

4 the original pure crystalline digitoxin 4 

Consult your Physicians’ Desk Reference fordosage information. 
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In ECZEMA 
INFANTILE ECZEMA 
PSORIASIS 
FOLLICULITIS 


SEBORRHEIC 
DERMATITIS 


INTERTRIGO 
PITYRIASIS 
DYSHIDROSIS 
TINEA CRURIS 
VARICOSE ULCERS 


Physicians are invited to send 
for clinical test samples to dem- 
onstrate the antipruritic, decon- 
gestant, remedial properties of 
Tarbonis in the conditions listed 


above. 


Tarbonis combines the three features needed for success- 
ful management of a host of dermatologic conditions: 

It presents all the therapeutic properties of crude 
tar, but in a form liberated from the undesirable proper- 
ties which so long have made tar therapy unacceptable 
to physician as well as patient. 

It is so nonirritant, in spite of its dependable efficacy, 
that it is safely used for infants and on the tenderest 
body areas. 

Tarbonis presents a specially processed liquor carbonis 
detergens (5 per cent), together with lanolin and menthol, 
in a vanishing-type cream base. It is greaseless, free from 
all tarry odor, and—since it leaves virtually no trace on 
proper application—is appreciated by the patient, espe- 
cially when exposed body surfaces are involved. 

TARBONIS is available through all pharmacies upon 
prescription. For dispensing purposes TARBONIS is 
packaged in 1-lb. and 6-lb. jars through Physicians’ and 
Hospital Supply Houses. 


THE TARBONIS COMPANY 
4300 Euclid Avenue - 


THE TARBONIS CO., Dept. JAOA3 
4300 Euclid Ave., Cleveland 3, Ohio 


You may send me a sample of Tarbonis. 
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Now AVAILABLE is the improved “Duolyf” as found 
in the new VM. No. 20, a liquid multi-vitamin 
formula pleasantly palatable, especially for infants 
and geriatrics. This is an exclusive development by 
the Vitaminerals Research Laboratories that repre- 
sents another advance in the ever widening vista of 
nutritional therapy. 


Instead of the former two bottles to be mixed by 
the patient before using in order to preserve delicate 
vitamins and allow unlimited shelf life, a small tablet 
is now substituted for one of the bottles to accom- 
plish the same results. 
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All the patient need do is dissolve the tablet in 
the liquid about one hour before starting to use. 
This time allows for uniform and complete dis- 
persion of the separated ingredients contained in 
the tablet. 

And, the new VM. No. 20 also offers a more 
potent formula with increased amounts of B,, Bs, 
B, and Niacinamide. 

For a pleasantly palatable, well rounded liquid 
multi-vitamin supplement of increased potency and 
Vitaminerals exclusive Duolyf guarantee of positive 
potency, we strongly recommend our new and more 
convenient VM. No. 20. 


ITAMINERALS INC. 


Glendale 1, California 
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Special offer! New cook book 
for low sodium patients 


Introduced last year, The Low Sodium Cook 
Book has been widely approved for its practical 
help in making saltless meals appetizing and 
interesting. 

Because of the growing popularity of fresh 
lemons as a seasoning substitute for salt, 
Sunkist has made a quantity purchase of this 
cook book. The book sells in stores for $4.00 
but. due to this large order. Sunkist is mak- 
ing it available in a special edition at $1.25. 

This edition is the same book with two excep- 
tions—it has a paper cover instead of cloth and 
it has an added section on fresh lemons as a 


HIGHLIGHTS OF THE 
LOW SODIUM COOK BOOK 


e how to put your doctor’s instructions to work. 
e how to accommodate the family to the diet. 
e how to use herbs and seasonings. 

e how to use wines in cooking. 

e how to prepare meats, chicken, fish, 
vegetables, sauces, salads and salad 
dressings for the low sodium dieter. 

e how to bake breads and desserts with low 
sodium substitutes. 

e how to make low sodium candies, jellies, etc. 

e how to use a home freezer for the dieter. 

e how to pack a low sodium lunch box. 

e how to eat out on the diet. 


seasoning. The rest of the contents are identical 
—nearly 500 pages of useful information for 
the low salt dieter including unusual recipes 
and helpful suggestions as well as tables giving 
the sodium, cholesterol and fat contents of 900 
items in household measurements. 

Here is a long-needed, complete and authori- 
tative guide to help make low salt menus palat- 
able and interesting. You and your patients are 
invited to write for copies at the special price 
while the limited supply lasts. 

*By Alma Smith Payne and Dorothy Callahan, research dietitian, 


Massachusetts General Hospital, with introduction by 
Francis L. Chamberlain, M. D., M. Se. D. 


Sunkist FRESH LEMONS 


Sunkist Growers 

Section M-9303, Terminal Annex 
Los Angeles 54, California 

Please send me postpaid 

Sodium Cook Book. I enclose $___ 
for each copy ordered.) 


copies of The Low 


. (Send $1.25 


Street 


City Zone State 
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2.5 cc. H 


is the Specitia 


in the treatment of whooping cough... 


Cutter/2.5 ec. Hypertussis, a crystal-clear homolo- 
gous protein, contains the gamma globulin equiva- 
lent of 25 cc. of human hyper-immune serum. This 
specific anti-pertussis fraction is concentrated 10- 
fold to obviate the pain and inconvenience associ- 
ated with massive dosage—giving you the advantage 
of “a thimble full of dosage for a handful of baby.” 


2.5 ec. Hypertussis can be used concurrently with 
antibiotics which are often indicated primarily for 
secondary infections. Because 2.5 cc. Hypertussis is 
concentrated from human venous blood, allergic re- 
actions are rare. 

2.5 ce. Hypertussis is supplied in 2.5 cc. (one dose) 
vials, ready for immediate intramuscular injection. 


For whooping cough treatment or passive prevention 


specify 


CUTTER Laboratories — 


ANTIPERTUSSIS SERUM-HUMAN 


RERKELEY. CALIFORNIA 
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Surgical Number" 
Body Mechanics and the Surgeon 
Pseudosurgical Pain Syndromes 


TROY L. McHENRY, D.O., F.A.C.O.S. 


Professor of Orthopedics 
College of Osteopathic Physicians and Surgeons 


Los Angeles 


The practice of surgery today envisions not only 
the development of certain technical skills but, in addi- 
tion, the creation of a clinician who, by virtue of 
training, education, and experience, develops knowl- 
edge, judgment, and wisdom which he utilizes in diag- 
nosis. 

As a rule the general surgeon is the one who 
assumes the role of the last court of appeal to render 
a decision whether a certain patient shall be subjected 
to surgery in an attempt to relieve a complaint; upon 
this decision rest the life and welfare of the patient. 

Such a responsibility demands that the surgeon be 
a complete master in diagnosing from surgical signs 
and symptoms and further implies that he is familiar 
with those signs and symptoms which simulate surgical 
disease, but where the use of the scalpel is not neces- 
sarily indicated. The basic objective of this paper is a 
clarification of the latter. 

Acute surgical pathologic conditions present a dra- 
matic clinical picture, and although differential diag- 
nosis may sometimes be difficult, the very nature, 
intensity, and character of the symptoms and condition 
of the patient merit surgical investigation. On the 
other hand, some of the subacute symptoms and many 
of the chronic complaints, particularly those with nega- 
tive laboratory findings, remain a challenge to the diag- 
nostic acumen of the surgeon. Many is the time an 
unwary technician has performed a surgical procedure 
only to be embarrassed by the complete absence of 
pathology, or subsequent to surgery he has been con- 
fronted by the patient registering the same complaint 
as before. 

A typical example is the diagnosis of chronic 
appendicitis without a specific history of a preceding 
acute attack. Careful surveys of this condition reveal 
that appendectomies performed on such a diagnosis 


*The articles included in this Surgical Number were presented at 
the Twenty-Sixth Annual Clinical Assembly of the American College of 
Osteopathic Surgeons, Los Angeles, October 18-22, 1953. See editorial 
pages for additional information. 


373 


end with 10 to 70 per cent (an average of 40 per cent) 
unsatisfactory response. Similar but less dramatic 
statistics are available for adhesionectomy, chronic 
cholecystitis, retroverted uterus, and the like. 

Most surgery is performed for relief of some ache 
or pain. If a specialist’s mind and thought processes 
are restricted to those structures and viscera usually 
productive of the symptoms or within his scope of 
surgical practice, he is prone to attribute to those struc- 
tures or viscera the stigma of etiology whereas, in 
justice to the patient, he should expand his intellectual 
horizons to encompass and consider every possible 
etiologic source of the complaint before he reaches a 
decision to perform surgery. 

My first stimulus to further study of the reflex 
aches and pains produced by derangements of the 
musculoskeletal system which simulate the symptoms 
of visceral disease arose early in the development of 
orthopedic specialization. When examining and treat- 
ing patients with back and postural problems I noted 
that incidental complaints within the history revealed 
that many were bothered with chronic dyspepsia, or 
stomach ulcers, chronic colitis, or chronic gallbladder 
disturbance, and, when discharged as rehabilitated 
from their orthopedic problems, many mentioned that 
these incidental complaints had likewise disappeared. 
The impact upon an orthopedist with a previous gen- 
eral surgical background was great, and this paper is 
an attempt to explain and document some of these 
pain syndromes and unsatisfactory results of surgery. 

Although much of this paper is based on personal 
hypotheses, I shall refer to the literature to justify 
some of my statements. Morley! states that pain arising 
from any deep structure whether it be a viscus or a 
deep somatic structure supplied by the same segment 
of the cord, will have the same segmental distribution 
and may be accompanied by the same reflex signs; 
and Lewis* puts it this way: “. . . the strictly objective 
comparison of reflexes arising out of stimulation of 
spinal muscles, on the one hand, and of a viscus, on 
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the other, shows that the responses are indistinguish- 
able in all essentials.” 

These two quotations clearly reveal that diseases 
or deformities or involvements of the musculoskeletal 
system can and do produce signs and symptoms simu- 
lating or even substantially identical with those pro- 
duced by visceral disease. The surgeon is therefore 
required to take these factors into consideration, and 
as part of an examination the musculoskeletal struc- 
tures should be investigated before any surgery is 
performed if the diagnosis is doubtful. 

There are so many types of pain and so many 
connotations arising from the word that the devotion 
of adequate time to history taking is a diagnostic es- 
sential. How, where, when, and under what circum- 
stances the patient is bothered must be understood. 
In addition, the physician must have a clear under- 
standing of the implications and import of the various 
types of pain. 

I will not attempt to describe or classify the usual 
acute pains so familiar to the surgeon, since all sur- 
geons are aware that colicky pain is characteristic of 
involvement of a hollow viscus and that severe burning 
pain, an immobile abdomen, and an immobile patient 
are consistent with peritonitis. Rather I will attempt 
to delve into the less clearly defined types, describe, 
analyze, and finally exemplify them in surgical prac- 
tice. With this objective in mind and for purposes of 
this paper, four types of pain will be studied: (1) 
neuritis and neuralgia, (2) radiculitis, (3) referred or 
reflex pain, and (4) causalgia. 

Rather than be bound by the exact scientific defini- 
tion of these pains, an applied or clinical definition 
will be used. If the patient’s symptoms can be estab- 
lished in the proper classification an advancement will 
have been made, if not toward a specific diagnosis, at 
lease toward a correct evaluation. 


NEURITIS AND NEURALGIA 

Though these two conditions are somewhat dif- 
ferent pathologically, they will be considered together 
for purposes of this paper. Newritis is an inflammation 
of the nerve structure which produces pain and tender- 
ness along the course and distribution of the nerve. 
It is associated with cutaneous paresthesia and in the 
more severe cases with perversion of motor and reflex 
function of the structures supplied by the nerves. 

Neuralgia is a sensation of pain along the course 
or at specific areas of distribution or termination of 
the nerve without primary involvement of the nerve 
itself. Neuralgia is characterized by pain and 
cutaneous tenderness rather than nerve tenderness. 
The former is usually so characteristic that gross er- 
rors of diagnosis are infrequent; however, neuralgia, 
particularly of the segmental character, is prone to 
present its most acute manifestation at certain trigger 


or terminal areas. The patient’s description may lead . 


the physician to the conclusion that the pain is pri- 
marily localized. Involvements of the ninth thoracic 
through the first lumbar nerves may project them- 
selves primarily to the abdominal wall, and unless the 
examiner makes a careful study of the entire neuralgic 
segment, he may interpret the abdominal wall tender- 
ness as arising from visceral disease. 

Judovich and Bates’* statement should be remem- 
bered by the general surgeon. “In the chronic stage 
of pain and tenderness, bad body mechanics, lordosis 
and scoliosis and trauma are the chief causes. . . . Re- 
peated observations suggest that the combination of 
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segmental pain and tenderness has its origin in or close 
to the vertebral column, rather than in the periphery 
or by referred visceral stimuli. . . . Patients wit!) 
chronic pain and tenderness of segments involving th: 
abdominal wall, who obtain no relief from surgery 
often improve or are cured of their complaints whe: 
therapy is directed to the spine.” 


RADICULITIS 

Radiculitis is an irritation, inflammation, or com 
pression involving a specific nerve root with symp 
tomatology essentially that of neuritis or neuralgia. 
When the involvement is of the roots of the thoracic 
spine terminating in the anterior abdominal wall, th« 
differentiation may be difficult. This type is included 
however, primarily because of the lumbar components 
whose areas of referral are to the buttocks, thighs 
and legs. The more severe and dramatic radiculitis, 
such as occurs with herniated intervertebral disk, is 
rarely confusing. The more vague symptoms or in- 
complete dermatomes, however, are frequently attrib 
uted erroneously to a gynecologic or proctologic origin 

The pains of radiculitis always follow a specific 
pattern. In the milder cases this pattern may vary in 
length but never in position. There is frequently an 
associated sensation of numbness with or without 
altered sensory perception of the involved cutaneous 
areas. This symptom complex is never the product of 
visceral disease. 

REFERRED OR REFLEX PAIN 

Referred or reflex pain may be likened to the 
great magician who creates illusions baffling to his 
audience, yet, like a magic illusion, once the mechanism 
is revealed it may be readily understood. It may be 
simply described as pain produced by irritation to a 
structure of low sensibility and transmitted through 
the same neurologic segment to a distant area of 
higher sensibility. 

Surgical texts are replete with examples of re- 
ferred pain from visceral zones, classic examples being 
the early epigastric pain of acute appendicitis, shoulder 
blade pain referred from the diaphragmatic area, and 
pain in the left upper extremity referred from the 
heart. Associated muscle spasms or splinting is a 
phenomenon familiar to all surgeons. 


Less impressed upon the surgeon’s consciousness, 
and frequently forgotten because of minimal, if any, 
inclusion in the surgical literature, is the fact that 
irritation or stimulation of the somatic (or musculo- 
skeletal) structures may produce in almost exact de- 
tail the same symptoms. Kellgren’s*® classic experi- 
ments are most demonstrative. By injecting hypertonic 
saline solution into the interspinous ligament of the 
ninth thoracic vertebra he produced pain in the right 
upper abdomen associated with deep tenderness, rigid- 
ity of the upper rectus muscle, and even phantom 
tumor. Injecting the first lumbar interspinous liga- 
ment produced signs resembling renal colic with the 
typical distribution of pain, retraction of the testicle, 
palpable rigidity, and deep tenderness of the lower part 
of the abdominal wall. 

To fully appreciate the above facts, it is important 
to realize that pain fibers supplying both the somatic 
and visceral areas are physiologically and anatomically 
identical, the former following the channel of the 
spinal nerves, and the latter sometimes the route of 
the sympathetics. However, both blend together at the 
posterior spinal roots, and therefore there is a general 
afferent supply common to deep-lying somatic and 
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certain visceral structures. The pain impulses of either 
initiate a series of motor and sensory responses almost 
identical in character. 

Further, it must be remembered that visceral 
structures themselves are not sensitive to the usual 
painful stimuli but only to tension arising from disten- 
tion or obstruction. Within the abdomen the more 
characteristic pain sensations arise from stimulation 
or irritation of the peritoneum, including the mesen- 
tery. Consequently, an inflammation or disease con- 
fined within the viscera itself, without tension or 
obstruction, produces little if any true pain. This is 
the reason malignancy of the bowel so frequently re- 
mains asymptomatic until it invades the peritoneum 
or produces obstructive signs. By the same token, a 
ureteral calculus while being passed produces severe 
colic, but once passed, even though hematuria con- 
tinues, indicating laceration, little if any real pain 
persists. These viscera have no direct cutaneous com- 
ponents, and chronic sensitivity of the abdominal 
parietes must not necessarily be considered the result 
of intrinsic visceral disease. 

On the other hand, irritation or inflammation of 
the peritoneum, including the mesentery, produces re- 
ferred or reflex pain with skin hyperesthesia and reflex 
muscle spasm. To this phenomenon Morley’s' designa- 
tion of peritoneocutaneous and periteneomuscular re- 
flex action may justifiably be applied. The usual 
essential difference between a peritoneocutaneous hy- 
peralgesia of the skin and a segmental neuralgia of the 
same location is that in the former the hyperalgesia 
remains relatively localized to the area of the ab- 
dominal wall overlying the inflamed section of the 
peritoneum, whereas in segmental neuralgia there may 
be an area of acute abdominal wall tenderness. How- 
ever, if a careful examination is made, a segmental 
component will be found following the course of the 
nerve distribution to and including the spinal area, 
with a trigger zone over and adjacent to the spinous 
process of the involved segment. 

Peritoneomuscular reflexes explain why splinting 
in acute appendicitis is a late instead of an early mani- 
festation, and, similarly, why there may be little true 
splinting with acute obstructive cholecystitis, although 
it is present with empyema of the gallbladder. 

CAUSALGIA 

Causalgia is described as a burning pain associat- 
ed with more or less cutaneous color changes varying 
from a purplish tint to a reddish hue, with the skin 
becoming smooth to glossy and often wet with sweat. 
For many years this has generally been considered the 
end result of incomplete section of the brachial plexus 
or median nerve of the upper extremity, or the sciatic, 
medial popliteal, or posterior tibial in the lower ex- 
tremity. Many theories as to its mechanism have been 
propounded, indicating that none are totally impregna- 
ble to analysis. These theories run the gamut from a 
local artificial synapse between the sympathetic and 
sensory fibers, causing a short circuit mechanism 
wherein impulses may travel both centrally and distally 
(antidromic), thus producing a peripheral or central 
disturbance; or a disturbance of the central nervous 
system within the cord with disruption of central con- 
trol. Preganglionic sympathectomy usually relieves the 
symptoms. 

Discussing this type of pain in a paper stressing 
pseudosurgical syndromes may be questioned, but I 
believe that the literature is incomplete in its under- 
standing and discussion of this subject and that a 
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causalgic state or syndrome need not necessarily be 
restricted to the classic locus. It would appear incon- 
ceivable that a syndrome affecting nerve reflexes must 
be confined to only a few structures. Rather, a similar 
phenomenon with slightly different clinical manifesta- 
tions may exist in the body wherever a similar central 
and sympathetic nervous system association is present. 

Impressive indeed are such conditions as Sudeck’s 
atrophy of a hand or foot following a minor sprain, 
the clinical picture of which is manifestly causalgic. 
The essential characteristic of causalgia is the burning 
character of the pain, the skin manifestations being 
secondary, sometimes gross and sometimes barely per- 
ceptible. If minor trauma to an extremity can produce 
such dramatic symptoms locally, there may be justifi- 
cation in feeling that stimulation or irritation to one 
or more of the vertebral joints or somatic structures 
could produce the same reflex phenomena and, when 
the segmental anatomy is related to the abdomen, 
could produce deep burning pain interpreted by the 
patient as arising within the abdomen, thereby creating 
a clinical picture misleading to the surgeon. 

The following history is not unusual in general 
surgical practice. A middle-aged man or woman com- 
plains of chronic symptoms characterized by a burning 
pain in either the epigastrium or right upper quadrant 
of the abdomen with an associated area of distress near 
the inferior angle of the scapula, constant in character 
most of the time, but with transitory periods of exacer- 
bation and remission. The patient may have negative 
x-ray and laboratory findings and an indifferent re- 
sponse to treatment directed to the gastrointestinal 
tract. Eventually exploratory laparotomy is performed 
with negative findings or a suspicious gallbladder is 
removed, but the patient continues with the same com- 
plaint. A similar patient, refusing exploratory surgery, 
some few years later may eventually produce x-rays 
positive for gastric ulcer. 

One might be justified in considering that the first 
patient is afflicted primarily with a causalgic state 
arising as a result of irritation from the somatic struc- 
tures and that, in the second patient, the gastric ulcer 
is the end result, rather than the cause, because as 
Livingston® so aptly claims, “A chronic irritation of 
sensory nerves may initiate clinical states that are 
characterized by pain and a spreading disturbance of 
function in both somatic and visceral structures. If 
such disturbances are permitted to continue, profound 
and perhaps unalterable organic changes may result 
in the affected part.” 


CLINICAL APPLICATION 

By utilizing the preceding information as a foun- 
dation and fortified with adequate knowledge, an ap- 
proach can be made to a clinical diagnostic problem. 
It requires, however, that this knowledge be applied 
correctly. Considerable effort needs to be expended 
in taking a history, and completeness of the physical 
examination is imperative. 

The patient who is doubled up by severe colic or 
the patient with severe abdominal pain associated with 
a rigid and immobile abdomen is not within the prov- 
ince of this paper because the diagnostic implications 
are clear. To be considered, however, are those pa- 
tients who complain of subacute or chronic symptoms. 
Although their pain is less dramatic, its character is 
just as indicative. 

The location of the pain might be the first consid- 
eration not because, as the uninitiated might believe, 
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it localizes the area of pathology but, contrariwise, be- 
cause in many instances the reverse is true. 

Generally speaking, pain produced by an involved 
visceral structure is projected to its area of embryonic 
origin rather than to its anatomic position. Thus 
symptoms in the alimentary canal and its glands refer 
pain to the midline anteriorly or bilaterally around the 
midline, irrespective of the intra-abdominal location of 
the viscus, as a result of the bilateral innervation. Pain 
from the stomach, duodenum, and ileum is referred 
above the umbilicus; that from the appendix is re- 
ferred at the umbilicus, and that from the colon below 
the umbilicus, and except for these broad areas of 
reference there is no specific area of distribution for 
individual organs. If, however, the peritoneum be- 
comes involved, localized pain may, and usually does, 
develop. By the same token, laterally developed viscera 
such as those of the genitourinary system refer their 
pain symptoms to the lateral areas of the torso. 

Pain of somatic origin is felt in the area of the 
skin supplied by the cerebrospinal nerve or nerves. 
This somatic area of reference becomes misleading if 
the terminal area of distribution overlays a viscus, be- 
cause the tenderness of the abdominal parietes on pal- 
pation may be erroneously interpreted by the examiner 
as arising from a tender viscus beneath. Such diag- 
nostic aids as the Murphy gallbladder sign and Murphy 
kidney punch test may be just as positive when 
directed to an area of somatic reference as in’ the 
usually accepted usage. Any other similar pressure or 
percussion signs may likewise indicate either visceral 
or somatic involvement. 

Generally speaking, the more specifically localized 
the pain, the more superficial the origin, and the more 
general or less clearly defined the pain, the deeper the 
origin. Associated nausea and vomiting are rarely 
symptoms of pain produced from a superficial source 
and are more likely to be of deep visceral than deep 
somatic origin. 


It becomes increasingly obvious that a routine 
procedure of simply pressing, poking, or digging at or 
through the abdominal wall does not constitute ade- 
quate study of the area. It is necessary to examine 
the abdominal wall as a separate entity. The fascia 
and muscles must be so palpated as not to transmit 
stimulation to the underlying structures. Skin sensi- 
tivity or paresthesia must be traced accurately and, 
when specific patterns are noted, must be accurately 
evaluated. The patient’s spinal and paraspinal area 
should be studied, and if a sensitive or trigger zone 
is located, this area should be irritated. If such irrita- 
tion or stimulation aggravates or reproduces the orig- 
inal complaint, a somatic rather than a visceral source 
of the complaint should be given serious consideration. 


If’ after adequate examination doubt still exists, 
% to 1 per cent procaine infiltrated into a sensitive 
area of the abdominal wall will tend to eliminate the 
symptoms produced by local abdominal wall involve- 
ment but will not influence the pain produced by a 
tender viscus. Similarly, an etiologic source in the 
paraspinal area, when infiltrated with procaine, will 
eliminate the referred symptoms anteriorly, but will 
not eliminate the symptoms produced by involvement 
of the intra-abdominal structures. 

Causalgic pain is of a burning character; there 
may or may not be cutaneous or deep manifestations 
or sensitivity. This condition is associated with a 
strong sympathetic and vasomotor component. The 
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symptoms are unaltered by superficial or trigger point 
injections but are substantially improved or completely 
relieved by paraspinal sympathetic blockade. Para- 
spinal sympathetic block has little effect on the pain 
produced by intrinsic visceral disease or pain produced 
by irritation to the cerebrospinal nerves. 

I have utilized procaine blockade in one form or 
angther in so many cases with resultant diagnosis and 
cure of patients previously operated on without relief, 
that I feel its value as a diagnostic and therapeutic 
agent cannot be too strongly stressed. 

Following the examination directed to the area of 
the complaint, and as part of the general physical ex- 
amination, the surgeon should not fail to study the 
general body mechanics and posture. A short leg with 
a tilted pelvis and associated scoliosis may lead to find- 
ing that the apex of a curve is at the segmental level, 
the distribution of which would exactly correspond 
with the location of the patient’s symptoms. As simple 
a procedure as placing a lift under the heel of a short 
leg has cured many cases of previously diagnosed 
chronic appendicitis, chronic gallbladder trouble, and 
even coronary disease. 

Poor posture, however, has a much more intangi- 
ble but significant influence. A dropped front panel 
of the abdomen is consistent with visceroptosis. Such 
a condition to a marked degree is consistent with 
venous congestion, as a result of the loss of the normal 
diaphragmatic function and the differential of the 
intra-abdominal and intrathoracic pressure mechanism, 
which is important in the production of venous return. 

All surgeons are aware that rough handling of the 
viscera during surgery, particularly strong traction 
upon the mesentery, is likely to produce shock. It may 
be hypothesized that the constant tugging on the 
mesentery because of visceroptosis may produce low 
grade stimuli to the sympathetics and, accumulating 
over an adequate period, may produce dysfunction with 
symptoms and eventually even lead to organic changes. 
It has been adequately demonstrated by barium x-ray 
that normalized posture may elevate the stomach as 
much as 6 inches and the colon 3 inches, yet I rarely 
examine a patient in orthopedic practice who has been 
placed on postural exercises and control by his general 
surgeon. 


It should be remembered that nerves of visceral 
sensation run their course along mesenteries, across 
ganglia, through the diaphragm, and beside the thoracic 
vertebrae, and that, anywhere along the course, stimu- 
lation is registered in the brain at the point of origin 
rather than at the area of excitation. The gastric crisis 
of tabes is a reminder that severe intra-abdominal 
symptoms may be extra-abdominal in origin. 

Although it is not feasible to discuss the applica- 
tion of all the ramifications of the symptoms of somatic 
origin, a few brief remarks relative to back pain appear 
indicated. In 1951 my associate, Dr. Arthur Miller, 
made a rough statistical study of our female patients 
whose complaint was low-back pain, with or without 
radiating symptoms into the lower extremities. This 
revealed that almost 50 per cent had undergone some 
type of gynecologic, proctologic, or other general 
surgical procedure which was supposed to effect a 
cure. The dearth and type of sensory nerves supplying 
the viscera should indicate that few, if any, severe back 
symptoms arise from visceral disease. Any complaint 
other than of a dull, annoying backache must be con- 
sidered first as somatic in origin. 
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The probability is that cervical cauterization will 
cure more gynecologic back complaints than will 
uterine suspension, and lumbar manipulation and at- 
tention to body mechanics will cure more than the 
others combined. 

Although not specifically germane to the topic in 
this enlightened era of psychosomatic medicine, I 
should like to conclude with the warning that some 
abdominal complaints may arise, not so much as the 
result of organic disease of the viscera, as from func- 
tional disturbance of the brain. 

SUMMARY 

The objective of this paper is to explain and docu- 

ment some of the pain syndromes of somatic origin 
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simulating visceral surgical disease. Some personal hy- 
potheses have been advanced, and experimental find- 
ings of outstanding medical research investigators have 
been cited in substantiation. 

It is hoped that this paper will help to impress 
the general surgeon with the fact that diseases and 
deformities of the musculoskeletal system may and do 
produce symptoms simulating visceral disease, and that 
adequate examination of the somatic structures may at 
times reward the surgeon with an accurate diagnosis 
or prevent an unnecessary laparotomy. 
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The incidence of diverticulum of the gastrointes- 
tinal tract varies from rare to rather common depend- 
ing upon the region of the alimentary system in which 
it is located and the pathologist, anatomist, roentgenolo- 
gist, or clinic reporting. Likewise, the management of 
the patient with diverticular disease varies with the 
location and the type of involvement, from “masterful 
inactivity,” to meticulous medical management, to deli- 
cate and sometimes radical surgery. It should also be 
noted that diverticula cannot be prevented, nor can they 
be made to disappear except by surgical procedures. 


ESOPHAGEAL DIVERTICULA 


Gastrointestinal diverticula are of three types— 
pulsion, traction, or a combination of the two, the trac- 
tion-pulsion type. 

All three types occur in the esophagus. The pul- 
sion type most commonly encountered here is actually 
not a true diverticulum and not esophageal in origin. 
It is a herniation of the mucosa and submucosa of the 
hypopharynx between the circular and oblique fibers 
of the constrictor muscles. It is assumed that there 
must be a defective posterior hypopharynx or a failure 
of relaxation of what Jackson" speaks of as the “crico- 
pharyngeal pinchcock” as the bolus passes within the 
lumen. According to Shallow,? the herniation thus 
produced can occur above the cricopharyngeus muscle, 
below the cricopharyngeus and above the circular 
muscles of the esophagus, and through the lower part 
of the inferior constrictor muscle. As the sac develops 
and its size increases it changes from spherical to pear- 
shaped and passes posteriorly and to the left. 

Before a sac is actually demonstrable, the patient 
notes only throat irritation similar to that caused by 
lodgment of a dry cracker crumb in the area. Progress 
is slow and insidious; dysphagia develops and finally 
almost complete obstruction occurs. The duration of 
these progressive complaints may be from a few 
months to as long as 20 years. Excessive mucus, a 
noise when liquids are swallowed, cough, regurgitation 
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of food and mucus, a gurgling sound as the head is 
turned or its position changed, and a fetid breath are 
the more common complaints. Swelling in the neck is 
infrequent and pain uncommon. 

X-ray is essential in determining the exact location 
of the sac, its size, and the amount of retention. Some 
diverticula become large enough actually to enter the 
mediastinum. Endoscopy can be invaluable in locating 
the aperture and establishing a differential diagnosis. 

Some palliation may be had by “thoroughly masti- 
cating bland foods and following with a full glass of 
water after meals to wash out the sac.’’* Jackson and 
Jackson* have afforded relief by dilating the orifice of 
some sacs. 

Operation offers the only curative treatment. 
Papers dealing with this subject have often produced 
much controversy as to whether these pharyngoesopha- 
geal pulsion diverticula should be removed in one or 
two stages, excised or inverted. In Philadelphia, en- 
tirely because of the influence and corroboration of 
Jackson and his associates, the one-stage operation is 
routine. Bockus* states that this method is the one of 
choice if an experienced esophagoscopist is available. 
Lahey,® on the other hand, vehemently and enthusi- 
astically defended the two-stage procedure, basing his 
decision on fatality percentages, morbidity percentages, 
and recurrence rates. There were only two fatalities 
in 321 cases reported by the Lahey Clinic. There was 
practically no morbidity and only nine recurrences. 
These occurred in the early years of experience with 
this operation. The Cleveland Clinic® has reported 
treating eleven cases by inversion. Results were ex- 
cellent but today, as Graham’ points out, hernias are 
not treated by inversion of the sac. Careful surgery 
and antibiotics have greatly reduced the risks which 
at one time attended such formidable operations. Each 
surgeon must make his own decision as to what pro- 
cedure he will use, but in a search of the literature I 
can find no report of a large series of cases attended by 
the superlative results of the Lahey Clinic. 
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Traction diverticula are due to pulling from with- 
out, usually by the healing of inflamed lymph glands 
adherent to the esophagus. Tuberculosis of the tracheo- 
bronchial glands is most frequently the cause, although 
disease of a vertebra has sometimes been the etiologic 
factor. These are true diverticula, since all coats are 
present in the sacculation. They are usually located in 
the midesophagus, the pouch developing on the anterior 
or anterolateral wall opposite the bifurcation of the 
trachea. The sac points upward and forward. The 
apex is usually higher than the large aperture and, pos- 
sessing all its muscular coats, it fills and empties readily 
and consequently seldom produces symptoms and 
rarely requires treatment. Likewise, ulceration and 
perforation are very rare but such phenomena must 
be remembered as the possible cause of mediastinal 
abscess or esophagobronchial fistula. 


Supradiaphragmatic pulsion diverticula of the 
esophagus are rare. They are false diverticula, from 
the standpoint of being a protrusion of only the mucosa 
and submucosa. They produce symptoms caused by 
accumulation in the sac of food which becomes de- 
cayed, resulting in a foul odor, bad taste, nausea, and 
local pain. Mechanical obstruction eventually occurs 
in most cases owing to cicatrization and narrowing of 
the lumen about the neck of the diverticulum. AI- 
though dilatation may be required as in the traction 
type, it alone is not sufficient treatment. If obstruc- 
tion is not a serious consideration, operation, approach- 
ing the lesion transthoracically, consists of either 
suspending the sac or complete excision of the di- 
verticulum. When narrowing of the esophagus is a 
serious consideration, transthoracic resection of the 
lower end of the esophagus is performed and the 
stomach is brought up into the thoracic cavity and 
anastomosed there to compensate for the loss of the 
resected portion of the esophagus. A note of warning 
is inserted here. Although the antibiotics have been a 
boon that has made thoracic surgery almost common- 
place, they seem to have little influence upon the 
mediastinitis which frequently follows efforts to dilate 
obstructive lesions of the esophagus even when actual 
perforation does not occur. 


GASTRIC DIVERTICULA 

Gastric diverticula are exceedingly rare; Rivers, 
Stevens, and Kirklin® of the Mayo Clinic report only 
ten removed in 11,234 exploratory operations on the 
stomach. These lesions are most frequently located in 
the upper portion of the lesser curvature just below 
the esophageal orifice. No symptoms are present when 
the diverticulum is uncomplicated by inflammation, 
malignant disease, or hemorrhage. Likewise, operation 
is not indicated unless the differential diagnosis is not 
clear and there is the possibility that the lesion may be 
a large ulcer, carcinoma, diverticulitis, or hemorrhage, 
or it does not respond to medical treatment, or the 
pedicle is narrow and the sac large and wide. 


DIVERTICULA OF SMALL INTESTINE 

Duodenal diverticula are encountered frequently 
in the course of gastrointestinal roentgenology and 
autopsy, varying in incidence according to different 
authorities from 5 per cent to 20 per cent in persons 
over 50 years of age. Most are asymptomatic, and the 
number requiring removal is very small. Retention of 
barium in a duodenal diverticulum is not in itself indi- 
cation for operation. However, in diverticulitis with 


perforation, massive hemorrhage, retention of foreign 


bodies, malignant degeneration, or obstruction of the 
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common bile or pancreatic ducts, or when the patient 
has severe upper abdominal symptoms for which no 
other cause can be established, operation is indicated. 

Mention should here be made of a group of 
“false” or so-called secondary diverticula of the duo- 
denum and stomach which are caused by adherence of 
the wall of the viscus to some adjacent area by scar 
tissye. They frequently follow conditions such as 
duodenal ulcer and repeated attacks of cholecystitis. 
These lesions are not infrequently encountered in gas- 
tric and gallbladder surgery. Treatment is that of the 
causative disease.° 

Operative procedures for duodenal diverticula 
usually pose serious technical problems owing to diffi- 
culties in exposure and identification, the frequent 
origin of the sac from the vicinity of the ampulla of 
Vater, and acute inflammation which is often present. 
Meticulous dissection is always required and numerous 
maneuvers are described to facilitate identification, 
exposure, and dissection and to avoid damage to im- 
portant organs, ducts, or vessels in the neighborhood. 
Extraordinary care must be exercised to provide safe 
closure of the base and still not produce obstruction. 
It has been reported that in about 10 per cent of opera- 
tions the major papilla is carried into the diverticulum 
and opens into it. Also, almost all diverticula of the 
second part of the duodenum project into the pancreas. 

Excluding the rather common anomaly of the 
omphalomesenteric duct known as Meckel’s diverticu- 
lum, diverticula of the remainder of the small intestine 
are not common, their formation seeming to decrease 
proportionately from the second portion of the duo- 
denum to the terminal ileum. The mere evagination 
of the intestine is rarely of clinical significance. Medi- 
cal treatment affords little relief so, if symptoms are 
present, resection of the involved area of small bowel, 
which presents no great problem to the expert ab- 
dominal surgeon, is done. In passing, note is made of 
three cases of duodenal and jejunal diverticula which 
penetrated the diaphragm, thus becoming thoracic, and 
produced cardiorespiratory disturbances, chest pain, 
and serious alimentary tract hemorrhage because of 
ulceration. All were operated on successfully. 

Meckel’s diverticulum has been encountered by 
every abdominal surgeon in routine exploration of the 
abdominal contents. It is located most frequently about 
100 cm. proximal to the ileocecal junction of the anti- 
mesenteric border of the ileum. It is typically lined 
with mucosa of the ileum, although 15 to 20 per cent 
are reported to contain islands of gastric mucosa and 
not uncommonly a small nodule of pancreatic tissue, 
especially in the tip. Peptic ulcer located near the ori- 
fice of a Meckel’s diverticulum and causing intestinal 
bleeding and perforation has been reported. In these 
cases the entire diverticulum has been lined with gastric 
mucosa, thus furnishing additional proof of the im- 
portance of gastric juice in the genesis of ulcers. 
Tumors may also arise within the tissues of Meckel’s 
diverticulum. It is for these reasons that the anomalous 
structure is routinely removed whenever found. 

DIVERTICULA OF LARGE INTESTINE 

The appendix and cecum are very rarely the site 
of diverticula. Large solitary sacs have been reported 
arising from the cecum. The symptoms are those of 
appendicitis, and diagnosis usually made at the operat- 
ing table. The treatment is also determined there and 
depends upon the prevailing condition. 

Diverticula of the colon are most common in the 
sigmoid portion and decrease in incidence toward the 
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cecum and rectum. They are usually situated between 
the mesocolic and antimesenteric taeniae. They are 
frequently arranged in rows and are often confined to 
the appendices epiploicae. Many may be found close to 
the mesenteric attachment. From the outside they ap- 
pear as spherical blue-black masses but are often so 
completely and densely covered by fat that their identi- 
fication is difficult. Once established, and in the ab- 
sence of inflammation, the only change in a colonic 
diverticulum is an increase in size; however, many 
roentgenologists report that there is often an increase 
in number as the patient grows older. 

Diverticulosis, a term given to the presence of un- 
complicated, noninflammatory diverticula of the colon, 
is not a cause of symptoms and in itself does not re- 
quire treatment. Symptoms when present are usually 
attributable to an irritable colon. However, if the 
mucosa is penetrated, a reaction similar to appendicitis 
occurs. Occlusion of the orifice by feces or edema is 
the forerunner of this phenomenon. Inflammation may 
be acute or chronic and may spread in the surrounding 
tissue as peridiverticulitis. Perforation is usually limit- 
ed with abscess formation. Occasionally perforation is 
into the free peritoneal cavity with resultant peritonitis. 
Rarely, fistula to the genital tract is established. Hig- 
gins’’ reports that 160 of 328 cases of vesicocolic fistu- 
las which he studied resulted from inflammatory 
changes. 

The incidence of diverticulosis has been reported 
by many. At the Mayo Clinic in 1939 Buie™ noted 
that at necropsy 5 per cent of all people over 40 years 
of age had diverticulosis and estimated that 6 per cent 
of all persons over 40 will develop evidence of the con- 
dition. Diverticulitis occurs frequently in diverticu- 
losis, and a considerable number of patients develop 
complications requiring surgery.* 

Theoretically, uncomplicated diverticula of the 
colon should not give rise to any symptoms. Moreover, 
it is the opinion of many that when symptoms do ap- 
pear which might be referable to this condition, inflam- 
mation has occurred. The most common symptoms and 
complaints are constipation, diarrhea, flatulence, and 
pain. However, objective and subjective signs may in- 
clude all those that arise in gastrointestinal disease, 
from those of an ulcer syndrome to nausea, headache, 
melena, and so forth. 

Diagnosis of diverticulosis or diverticulitis of the 
colon should always be confirmed by x-ray. Sigmoidos- 
copy should also always be done even though the 
presence of diverticulitis is rarely found by this ex- 
amination. Its value is in ruling out a malignant lesion 
of the sigmoid or rectosigmoid. The possibility of error 
is great in the differential diagnosis of diverticulitis 
and carcinoma. The following points may aid: (1) A 
long history of chronic constipation with recurrent 
bouts of pain is more likely in diverticulitis. (2) The 
presence of fever, leukocytosis, and localized pain fa- 
vors diverticulitis. (3) There is usually little weight 
loss and the general condition of the patient is good in 
diverticular disease. (4) Carcinoma is most frequently 
situated in the rectosigmoid where it may be seen 
through the rectosigmoidoscope and a specimen can be 
obtained for biopsy. In addition, the skilled and ex- 
perienced sigmoidoscopist will recognize certain signs 
of differentiation. (5) X-ray study will usually clarify 
the diagnosis. However, it must not be forgotten that 
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early carcinoma may be superimposed on an old diver- 
ticulitis. (6) Patients with diverticulitis rarely pass 
gross blood per rectum but those with colonic carci- 
noma frequently do. If some doubt remains after all 
these examinations, exploratory laparotomy is jus- 
tified.® 

Diagnosis and treatment of colonic diverticulitis 
are largely a medical gastrointestinal problem. How- 
ever, if the process fails to respond to medical and 
dietary management, if obstruction occurs and persists, 
if perforation or fistula complicates the case, and if the 
absence of carcinoma cannot be ascertained, surgical 
intervention will be required. Sagacity and keen judg- 
ment by the surgical consultant will be required in most 
instances in determining when to operate, and often 
the method of choice will be decided only at the operat- 
ing table. 

There are three surgical procedures available :° 
(1) primary resection with end-to-end anastomosis, 
which is reserved for those few cases when the disease 
is quiescent, the patient adequately prepared, and 
healthy bowel available for the anastomosis, (2) the 
Mikulicz extraperitoneal type of resection for cases in 
which there is recent inflammation prohibiting primary 
anastomosis but in which it is technically possible to 
exteriorize the involved segment of bowel, and (3) 
the most popular and safest, the three-stage procedure 
consisting of diversional colostomy followed by resec- 
tion in 3 to 6 months, and shortly thereafter closure of 
the colostomy. It must be strongly emphasized that 
resection by any procedure must not be performed ex- 
cept when all conditions are optimal unless one wishes 
to invite leakage and fistula formation. 

Perforation of one or more diverticula of the 
colon may also require expert surgical judgment. The 
perforation should be closed if this can be accom- 
plished without disturbing the body’s localizing mech- 
anism. Often only adequate drainage can be instituted. 
Usually, efforts are made to close the perforation and 
establish drainage, and a diversional colostomy is per- 
formed. The diseased section may then be prepared for 
later resection. 

l”esicosigmoidal fistula rarely occurs in women be- 
cause of the barrier which the uterus presents between 
the bladder and the sigmoid colon.’ When this compli- 
cation arises it is treated by staged procedures con- 
sisting of diversional transverse colostomy, resection 
of the fistula and diseased bowel, and finally closure of 
the colostomy. Again, 3 to 6 months must elapse be- 
tween the first and second stages. 


SUMMARY 

Diverticula of the gastrointestinal tract may occur 
anywhere from the esophagus to the rectum. It has 
been pointed out that those in many regions are asymp- 
tomatic and are found only upon x-ray examination of 
the gastrointestinal tract or at autopsy. The possibility 
of such lesions should be considered, however, as a 
cause of vague and otherwise unexplained symptoms 
referable to the alimentary system. When treatment is 
required it is usually medical except for diverticula of 
esophageal origin. It has been emphasized that when 
operation is indicated, in most instances multiple-stage 
procedures are the methods of choice if complications 
and untoward sequelae are to be avoided. 
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Though there is a paucity of knowledge concern- 
ing etiology and pathogenesis of several peripheral 
vascular disorders, certain therapeutic measures di- 
rected toward their management are available. Some 
of these measures are now considered spectacular but 
no doubt will seem commonplace in the future. 

A summary of surgical and closely allied spe- 
cialized treatments used to cope with the most frequent 
of peripheral vascular episodes is in order. These un- 
fortunate occurrences will be discussed in sequence, 
not in relation to their frequency or lethal nature, 
but according to whether they occur in the venous or 
arterial systems. 

In certain locales and teaching hospitals peripheral 
vascular disease as a subject is a subdivision of general 
medicine. These institutions depend greatly upon anti- 
coagulation therapy in managing thromboembolic inci- 
dents. In other parts of the country, as in ours, the 
subject is presented as a subdivision of general surgery. 
More radical treatment is preferred, since it has been 
noted that once a vessel has been thrombosed and re- 
canalized, even with the help of anticoagulants, it is 
more susceptible to thrombosis. Hence, surgical inter- 
vention might just as well be undertaken in the first 
instance, if there are no contraindications, and it is the 
treatment of choice. This can be considered being con- 
servative in the long run by being radical pro tem. 

SUPERFICIAL VENOUS THROMBOSIS 

Superficial venous thrombosis (spontaneous) as it 
occurs in varices of the saphenous system is treated by 
immediate ligation and segmental resection of the vein 
involved, at its junction with the deep venous system, 
usually at the saphenofemoral or saphenopopliteal 
union. This obviates pulmonary infarction. The 
thrombus left in situ presents no hazard. 


DEEP VENOUS THROMBOSIS 


The deep venous thromboses considered in this 
paper include thrombophlebitis, phlebothrombosis, and 
suppurative pelvic thrombophlebitis. 

Thrombophlebitis (phlegmasia alba dolens, fe- 
moroiliac thrombophlebitis).—In the early days this 
condition was referred to by the laity as “milk-leg.” 
In recent years this homely term has been seen fre- 
quently in professional journals ; it is immediately asso- 
ciated with an acutely ill patient who has been confined 
to bed and is convalescing from an infectious disease or 
the effects of trauma, surgical or otherwise. There is a 
complaint of painful swollen limb preceded usually by 
chills, high fever, and possibly nausea. Most of the 
pain centers around the femoral area and along the 
medial aspect of the thigh. The involved extremity 
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is too painful to be subjected to the maneuvers called 
for in testing for Homans’ and Moses’ signs, and there- 
fore these two tests are not to be considered here. Un- 
fortunately, novices insist on attempting these ma- 
neuvers to the distress of the patient. 

The pain in phlegmasia alba dolens is due to intense 
vasospasm which initiates in the venous system from 
aggravation by the thrombus. Then, by reflex over the 
autonomic nervous system, the vasospasm involves the 
arterial tree. The limb becomes grossly edematous, 
cold, clammy, and, in extreme cases, changes in color 
from pink to bluish-white (cyanosis)—the color of 
watered milk; from this comes the term “milk-leg.” 
Much of the edema is of lymphatic origin and is gen- 
erally nonpitting. The venous return is at a low ebb, 
and, the main line being obstructed, the lymph system 
becomes terrifically engorged. The thrombus is of little 
import in this instance but the vasospasm and overload- 
ing of the lymphatics is of great concern. 

As soon as the appropriate autonomic nerve path- 
ways are anesthetized, the pain of the reflex vessel 
spasm, particularly that in the arteries, is relieved. 
Lumbar sympathetic procaine blocks, low spinal or 
caudal anesthesias should be used—continuous or re- 
peated as often as necessary. With relief of vasospasm 
the load is taken from the lymphatics as the venous 
collateral system becomes relaxed. Adequate drainage 
of body fluids from the extremity is obtained. As a 
result of this specialized treatment, the high tempera- 
ture of the patient drops, he becomes comfortable, and 
the leg and thigh assume more normal proportions. 

On the other hand, if conventional treatment is 
used and the vasospastic state is allowed to persist, the 
lymphatics are permanently and irrevocably damaged 
and the patient is left throughout life to suffer the 
sequelae, including chronic lymphedema of that -ex- 
tremity. Incidentally the femoroiliac and/or popliteal 
thrombus remains in situ and gradual recanalization 
takes place. Occasionally the thrombus propagates a 
friable snakelike tongue which may break off and 
lodge in a pulmonary vessel. If the latter occurs, vein 
ligation and/or thrombectomy should be performed 
proximal to the nidus of the thrombus. 

Phlebothrombosis.—Another thromboembolic phe- 
nomenon is phlebothrombosis. Thrombophlebitis and 
phlebothrombosis are universally confused. It would 
have been better if phlebothrombosis had been given 
some name such as Homans’ disease—after the man 


who is given credit for having described it first.1. Stu- 
dents would then have been relieved of confusing two 
tongue twisters. 
coined the term. 


It was Ochsner,? we believe, who 
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The etiologic factor in phlebothrombosis is much 
the same as that in thrombophlebitis, that is, confine- 
ment to bed or inactivity due to infection or trauma 
and/or general debility with concomitant blood changes. 
While thrombophlebitis is prevalent in those under 50 
years of age, phlebothrombosis occurs most frequently 
in those over that age. At first the ankle and foot are 
slightly swollen but are not painful at rest. The tem- 
perature is normal or one-half to one degree below 
normal. The patient’s only complaint is of a “charley- 
horse” in the calf muscle on ambulating. If the patient 
is not ambulatory, the nurse or attendant may notice 
the swelling. The attending physician when called upon 
to note the swelling will find the edema to be of the 
soft pitting type and that positive Homans’ and Moses’ 
signs may be elicited. 

A majority of patients with phlebothrombosis are 
not recognized as suffering from thromboembolism of 
the lower extremity until after there is evidence of 
pulmonary embolism or at postmortem examination. 
As is to be expected, in teaching hospitals these errors 
are in the minority. Not too many years ago most sud- 
den postoperative deaths were considered to be due to 
air embolism, fat embolism, and the like. Today these 
expressions are rarely heard. 


Surgery for phlebothrombosis is the treatment of 
choice and consists of vein ligation and/or division on 
the cardiac side of the thrombus. Usually the popliteal, 
superficial femoral, or common femoral vein is the one 
sectioned. If the thrombus is suspected of extending 
into the iliac vein, the femoral vein is exposed and 
opened between control sutures. If on opening the 
common femoral vein, the thrombus is found to have 
entered the iliac vein, aspiration thrombectomy is per- 
formed in a cephalad direction. If there is evidence 
that the thrombus has propagated into both iliacs or 
higher, we perform a low vena caval ligation. We have 
at times palpated a thrombus extending up to the level 
of the renal veins, and in such a case we open the vena 
cava in its lower expanse between control sutures and 
employ suction aspiration. 

The vena cava can be exposed either transperi- 
toneally or retroperitoneally. In the transperitoneal 
approach the abdomen is opened by means of a lower 
abdominal midline incision while the patient is under 
spinal anesthesia. The peritoneal reflection of the 
cecum and ascending colon is incised and the cecum 
and ascending colon are retracted medially, exposing 
the retroperitoneal space. The vena cava is exposed 
by means of sharp and blunt dissection. The vessel is 
then doubly ligated with a nonabsorbable suture in its 
lower third caudad to the renal veins. With the retro- 
peritoneal route the same approach is used as for right 
lumbar sympathectomy. The cava lying to the right of 
the aorta is dissected free and ligated in continuity as 
above. 

One need not be concerned about the venous re- 
turn from the lower extremities after ligation of the 
vena cava as many superficial and deep collateral path- 
ways are available.’ As far as this phase is concerned, 
the operation can be performed with impunity. 


Suppurative Pelvic Thrombophlebitis —B e fore 
turning our summary to unfortunate episodes oc- 
curring in peripheral arteries a few remarks regarding 
septic thrombophlebitis of the pelvis are in order. The 
common denominator in most cases is infection of the 
surfaces of the genital tract from the ova to the tubal 
ostia with associated trauma.* Clotting occurs in the 
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pelvic veins in patients with postabortal infections, 
after gynecologic operations or intrauterine application 
of radium, or in connection with pelvic abscesses. The 
clots formed are septic and tend to be purulent; the 
process of liquefaction predisposes to embolism. The 
infected emboli tend to be small and are liberated in 
showers. If a patient fails to improve after 4 or 5 
days on a medical regimen or if pulmonary infarction 
develops, a vena caval ligation should be performed. 
The ovarian veins can also be ligated at the same time. 


ARTERIAL OCCLUSION 

Thromboembolic phenomena of the venous tree 
rarely cause the loss of an extremity but arterial occlu- 
sive diseases frequently do. In this paper we shall dis- 
cuss only those acute incidents due to trauma, em- 
bolism, and thrombosis. In the opening paragraph, we 
mentioned the spectacular surgical measures which can 
be used to forestall total ischemia. Most of these are 
highly technical procedures to the novice but we are 
sure, in the near future, they will seem commonplace. 
The physician bent on mastering the necessary tech- 
nics should not fail to study the hemodynamics of nor- 
mal blood channels so that he can understand altered 
circulations of occluded arteries and the morbid effects 
of insufficiency. 

If circulatory inadequacy develops in an insidious 
manner in keeping with average physiologic aging, the 
patient does not suffer the shock and effects of acute 
arterial occlusion. The gradual reduction of intralumi- 
nal capacity is the greatest stimulant to the develop- 
ment of collateral blood supply in an extremity. This 
is nature’s way of compensation in atheromatosis and 
arteriosclerosis, in contrast to the sad effects of rapid 
(acute or subacute) interruption of blood flow. The 
efficiency of the collateral circulation is inversely pro- 
portionate to the rapidity of the occlusion. 

Traumatic Arterial Occlusion—Traumatic inter- 
ruption of vascular continuity remains a serious threat 
to both life and limb. Most of these cases are encoun- 
tered in the armed forces. Because of necessity, while 
under gunfire, primary ligation of a damaged vessel is 
the treatment of choice.’ Twenty per cent of all ampu- 
tations performed on war wounded have as their basis 
major vascular damage. The destructive forces of 
modern military weapons tend to cause jagged defects. 
Rarely does one see a cleanly severed or lacerated 
arterial wall. However, as in civilian practice, the 
smaller arteries are ligated and the major arteries are 
repaired in one of three ways. Transverse suture is 
used if the defect is quite small, less than 10 per cent 
of the circumference of the vessel wall. End-to-end 
anastomosis is employed in the majority of lesions. 
Control of hemorrhage is by artery clamps or applica- 
tion of umbilical tapes. The grossly damaged vessel 
is then excised. The artery is freed proximally and 
distally and collateral branches sacrificed as necessary 
to permit apposition. Stay sutures are placed either 
trisecting or bisecting the circumference of the vessel 
and the anastomosis is completed with an over-and- 
over suture or by either an interrupted mattress or con- 
tinuous everting mattress suture of 5-0 or 6-0 arterial 
silk on an atraumatic needle. Thirdly, if apposition is 
not possible, vessel grafting is used to fill the gap. 
Reparative surgery is recommended in all major acute 
vascular injuries. 


Present facilities do not permit maintenance of a 
vessel-graft bank. It is hoped that one will be available 


in the near future. Hence we have utilized in our 
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cases autografts of adjacent veins or conveniently lo- 
cated veins. Fresh hemografts are used when available. 
The time elapsing between wounding and surgery is 
important for obvious reasons. Because of better tim- 
ing there should be fewer losses of limbs from sudden 
traumatic arterial interruptions in civilian practice than 
in military practice. The use of tourniquets can be 
vicious. Injudiciously used they produce thrombosis 
not only of the main artery but also of collateral path- 
ways which might have afforded sufficient nourishment 
to save the extremity. 

Even those who do not specialize in the field of 
peripheral vascular surgery must be prepared to per- 
form a satisfactory anastomosis with the least amount 
of trauma, using fine suture material and a small atrau- 
matic needle. 

-Irterial Embolism.—A common cause of acute 
arterial occlusion is embolism associated with auricular 
fibrillation, postinfarction mural thrombi, arterioscle- 
rotic plaques, vegetative valvular growths, and so forth. 
The embolus lodges invariably at the bifurcation of an 
artery, particularly distal to the lower portion of the 
abdominal aorta. 

An important prognostic factor is the site of oc- 
clusion. If it occurs at the bifurcation of either the 
abdominal aorta or the common iliac artery and a suc- 
cessful embolectomy is not performed, invariably ne- 
crosis of the extremity follows. Prognosis is better 
when the lodgment is below Poupart’s ligament.® An- 
other prognostic point is the degree of concomitant 
arteriospasm, a major factor in the preservation or 
loss of the extremity. The angiospasm spreads not 
only distally and proximally to the site of occlusion but 
also throughout the collateral tree. It is confounding to 
observe the variation in intensity of the arteriospasm 
as it occurs in different individuals with much the 
same embolic organic obstruction. In any case, arterio- 
spasm is present in all arterial occlusive diseases and 
is a component to be dealt with. No doubt many sur- 
geons, in instances of poor judgment, have by their 
surgical methods aggravated the condition and insti- 
tuted more constriction of circulation than was good 
for the patient. This is particularly true of arteriotomy 
performed in the popliteal area in patients over 50 
years of age. We have now concluded that this group 
of patients has a better prognosis if left undisturbed 
locally, surgically speaking, but that they should be 
given immediate antivasospasm therapy (including 
lumbar sympathetic procaine blocks and lumbar sympa- 
thectomy) and heavy anticoagulation therapy. We have 
abandoned cooling the leg with ice because of uniform- 
ly poor results. 

Most people over 50 have sufficient atheromatous 
changes in the popliteal area to preclude successful 
closing of the arteriotomy wound without undergoing 
postoperative thrombosis at the site of closure. Sutur- 
ing of the vessel wall in many instances is like sewing 
together two soda crackers. However, embolectomy at 
the level of the common femoral artery or its environs 
has afforded better results. Antiangiospasm therapy 
is of great assistance in combating postembolic ischemia 
and must be instituted early before irreversible tissue 
changes have set in. 

Again, timing is important. The embolus must be 
removed, if at all possible, before a distally propagating 
thrombus can form. Indeed, if vascular surgery is con- 
templated, a spinal anesthetic should be given as soon 
as possible, even long before the patient is prepared 
for surgery. We have found age alone to be no contra- 
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indication to spinal anesthesia if other conditions are 
favorable. If later it is decided that surgery will not 
be performed, the patient can only have benefited from 
the anesthetic which relieves associated neurogenic 
arteriospasm. 

Arterial Thrombosis—In contrast to acute ar- 
terial occlusion of embolic origin there is arterial 
thrombosis of arteriosclerosis. The latter may come on 
insidiously or abruptly. If the onset is slow, nature has 
much time to promote an adequate collateral circulation 
so that the patient never develops ischemic necrosis in 
spite of complete obstruction. If the onset is rapid the 
patient develops a painful, cold, cyanotic, paralyzed, 
and pulseless extremity. Treatment of the chronic oc- 
clusion of peripheral arteriosclerosis has until recent 
years been directed toward promoting an optimum 
collateral circulation. Since that time it has been found 
that arteriosclerosis in certain individuals is segmental 
in nature rather than generalized, and we now, in se- 
lected cases, direct our treatment to restoration of cir- 
culation through the main channel rather than to im- 
provement of collateral circulation by sympathectomy. 

In Germany serial arteriography’ is considered an 
absolute essential to reliable recognition of vascular 
conditions. The injection of a radiopaque substance 
into the aorta at the level of the twelfth thoracic verte- 
bra will demonstrate abnormalities and/or obstructions 
of the abdominal aorta, iliac, and frequently the fem- 
oral arteries. Open or closed injection of the material 
into the common femoral artery will outline the arteries 
of the legs. 

In selected cases the treatment of acute arterial 
thrombosis in arteriosclerosis obliterans is resection of 
the stenosed segment and replacement with a graft. 
The best graft is a length of saphenous or similar vein. 
If the obstructed section is in the femoral-popliteal 
system, shifting of the saphenous vein to bridge the 
gap of the excised segment is relatively simple and af- 
fords a favorable prognosis.® 

Peripheral vascular episodes frequently result in 
total ischemia (gangrene) of distal parts of extremities. 
The majority of such instances occur in the aged with 
poor cardiovoscular stamina and/or diabetes mellitus. 
Surgical amputations can be delayed for days or weeks 
by “physiological amputation,” using tourniquet and 
refrigeration, until the patient’s health is improved or 
his diabetes controlled. Physiologic amputation by re- 
frigeration has saved many lives while preparing these 
patients for surgery. 

In most instances we amputate in the low thigh 
using Holden’s® technic. In the last several years we 
rarely have used bone wax, alcohol injection of the 
severed nerves, or sutures in the muscle except to ob- 
tain hemostasis. Here again we prefer spinal anesthe- 
sia. Experience proved it to be the best tolerated, and 
it also prevents much reflex spasm of the collateral ar- 
terial tree which is of such import to the patient’s well- 
being at this time of stress. 

We conclude this resume of common incidents af- 
fecting peripheral vessels by emphasizing the impor- 
tance of a knowledge of normal and altered hemody- 
namics and neurovascular balance. 

SUMMARY 

We have discussed the frequent pathologic epi- 
sodes that occur in the peripheral vessels. For these, 
we have tried to elucidate several surgical approaches 
and specialized treatments. 

Thrombophlebitis and phlebothrombosis can best 
be considered as two different disease entities. 
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Enhancement of collateral circulation in arterial 
occlusions has been stressed, as well as surgical timing. 
The best approach to surgery of the vascular sys- 
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tem is a profound study of normal and deranged hemo- 
dynamics. 
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The Preceptor Training Program, as its name im- 
plies, differs from a residency type of training program 
in that the program of the trainee is the direct respon- 
sibility of the preceptor, and not of the hospital in 
which the program is conducted. 

The program was devised to accommodate those 
individuals who for one reason or another are unable 
to participate in a formal residency training program 
and to insure that upon completion of the program 
the trainee would be equipped with the basic require- 
ments for the practice of surgery. In no way is the 
preceptor program to be considered as a means of 
circumventing or eliminating the formal residency 
training programs under the jurisdiction of the Bureau 
of Hospitals of the American Osteopathic Association. 
In the osteopathic profession there are many indi- 
viduals who find it necessary to participate in training 
programs other than residency programs approved by 
the Bureau of Hospitals. 

As of January 1, 1951, all physicians conducting 
preceptorship training programs in the specialty fields 
of surgery, the subdivisions of surgery, and anesthesi- 
ology and all physicians entering preceptorship training 
programs in the specialty fields of surgery, the subdivi- 
sions of surgery, and anesthesiology must meet certain 
requirements to insure accreditation of the training 
program. 

When a preceptor training program has been reg- 
istered and approved by the Evaluating Committee of 
the Register of Training Programs of the American 
College of Osteopathic Surgeons, the trainee is assured 
that the work done by him in this program will be ap- 
proved and made a matter of record. When the pro- 
gram is not registered and not approved, there is always 
the possibility that the training may not be acceptable 
when and if the physician makes application for mem- 
bership in the American College of Osteopathic Sur- 
geons, or applies for examination before the American 
Osteopathic Board of Surgery. 

In the proceedings of the Evaluating Committee 
for the Register of Training Programs, the qualifica- 
tions of the preceptor have been a matter of great 
concern. The importance of the teacher in any such 
program is paramount. 


The basic requirements for approval as a preceptor 
in a surgical or anesthetic training program have been 
published in the brochure, “Register of Training Pro- 
grams, American College of Osteopathic Surgeons,” 
and for the purpose of emphasis are repeated in this 
presentation : 

1. The physician, by nature and temperament, must be 
qualified as a teacher. 

2. The physician must be certified in his specialty field or, 
in lieu thereof, must be a member of the American College 
of Osteopathic Surgeons. 

3. If a physician is neither a certified specialist nor a 
member of the American College of Osteopathic Surgeons but 
has, in the opinion of the Evaluating Committee, the qualifica- 
tions necessary for either certification or membership, he may 
he designated as a Preceptor. 

4. The physician must have access to sufficient clinical 
material to enable him to present, during each year, the mini- 
mum number of cases required by the American College of 
Osteopathic Surgeons and the American Osteopathic Board of 
Surgery in the specialty field under consideration. 

5. The physician must show evidence of being sufficiently 
well grounded in the required basic sciences and have available 
adequate teaching facilities to present these subjects in his 
training program to the Trainee, or may join with one of the 
regularly approved colleges or acceptable institutions where 
these subjects can be presented. 


The next subject of investigation is the trainee. 
The basic requirements for approval as a trainee in a 
surgical or anesthetic training program are: 

1. The physician must have been graduated from an ap- 
proved osteopathic college. 

2. The physician must be and continue to be a member 
in good standing of the American Osteopathic Association and 
of his state or divisional society. 

3. The physician must have satisfactorily completed a 
minimum of one (1) year’s rotating internship in a hospital 
approved for intern training by the Board of Trustees of the 
American Osteopathic Association or in an institution ac- 
ceptable to the American College of Osteopathic Surgeons and 
the American Osteopathic Board of Surgery. If graduated 
prior to 1943, the physician must have had training of value 
equivalent to that of an acceptable internship. (Five (5) years 
of general practice is the minimum acceptable equivalent for 
an internship for physicians graduating prior to 1943.) 

The third factor which is considered is the pro- 
gram as submitted by the preceptor. The basic require- 


ments for approval of a training program in one of the 
surgical specialties or anesthesiology are: 

1. The program must be conducted by an approved Pre- 
ceptor. In certain instances where the volume of work does 
not meet the requirements, two preceptors may join to conduct 
the training program of one trainee, providing the volume and 
variety of surgery meet the basic requirements for the program. 

2. The program must occupy at least 50% of the profes- 
sional time and effort of the Trainee. 

3. The program must provide the Trainee with: 

a. Sufficient clinical work which must be conducted in 
an osteopathic hospital approved for intern training by the 
American Osteopathic, Association or a hospital or institution 
acceptable to the American College of Osteopathic Surgeons 
and the American Osteopathic Board of Surgery. 

b. A reading program prepared by the Preceptor in 
relation to the specialty and satisfactory to the Evaluating 
Committee. 

c. The Trainee shall provide evidence to the Evaluating 
Committee that he has received satisfactory postgraduate train- 
ing in the basic sciences including anatomy, physiology, bio- 
chemistry, pathology, pharmacology, and such other basic 
sciences aS are necessary to a mature and comprehensive un- 
derstanding of the prevention, diagnosis, therapy, and manage- 
ment of the disorders involved in the specialty. 

d. Those applicants who qualify must submit acceptable 
documentary evidence which may be further investigated at the 
discretion of the Evaluating Committee, of having pursued 
this advanced training in colleges, laboratories, clinics, hos- 
pitals, or other facilities satisfactory to the Evaluating Com- 
mittee. 

e. A minimum of one hundred (100) clock hours shall 
be required in the basic science program, subdivided as follows: 


(1) A minimum of ten (10) hours each in the fol- 
lowing subjects: anatomy, physiology, biochemistry, 
pathology, and pharmacology. 

(2) The remainder of the minimum required hours 
may be made up in any of the subjects mentioned, or in 
any other basic sciences related to the specialty. 

f. Active experience in the diagnosis and treatment of 

sufficient amount and diversity to insure adequate training in 
the specialty. 


Because of the diversity of training programs 
which have been under consideration, there have been 
two general classes considered under this program: 

Class I: Those training programs in which the Trainee 
devotes his entire time to the training program and carries on 
no private practice or other business activities. The minimum 
period for approved full-time surgical training programs (Class 
I) shall be of not less than three (3) years’ duration, but 
does not necessarily have to be three consecutive years. 

Class II: Those training programs in which the Trainee 
«levotes a minimum of 50% of his professional activities to the 
\aining program. The minimum period for approved part- 
ume surgical training programs (Class I1) shall be of not less 
than five (5) years’ duration, but does not necessarily have 
to be five consecutive years. 

The Preceptor Training Programs in anesthesiology are to 
be evaluated and classified on an individual basis, according to 
the established requirements for examination and certification 
in Anesthesiology by the American Osteopathic Board of 
Surgery. 

Credit shall be given the Trainee for post-graduate work 
in surgery or the surgical sciences taken in any of the graduate 
school programs approved by the American College of Os- 
teopathic Surgeons and/or the American Osteopathic Associa- 
tion. 

In order to be approved as the equivalent of one (1) 
year’s fulltime surgical training, the post-graduate work shall 
consist of a minimum of one thousand (1,000) clock hours. 
Not more than one (1) year’s credit shall be given any Trainee 
for post-graduate work in an approved graduate school pro- 
gram. 

The trainee should keep an active log of his work 
during the years of his training program, which should 
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properly include description of his work in pathology 
laboratory, the x-ray laboratory, the operative first as- 
sistantships, and such operative procedures as he may 
perform during the training program under the super- 
vision of the preceptor. 


Surgical procedures performed on the responsi- 
bility of the trainee or under the supervision of the 
preceptor during the period of training will not be con- 
sidered as credit toward fulfilling Item 7 of the re- 
quirements for membership, “He shall provide nota- 
rized documentary evidence that he has performed a 
minimum of two hundred major surgical operations 
upon his own responsibility subsequent to the comple- 
tion of the minimum required period of formal train- 
ing.” 

Upon request by the preceptor and trainee, the 
secretary of the American College of Osteopathic Sur- 
geons will furnish application forms and upon submis- 
sion of this documentary data the Evaluating Commit- 
tee will study this information and arrive at a decision ° 
as approving or disapproving the program. These 
applications must be in the hands of the secretary prior 
to May 1 of the year in which they are to be con- 
sidered. 

When any program has been approved, the trainee 
and preceptor shall be required to complete an annual 
report for the Evaluating Committee of the Register 
of Training Programs for further study and continued 
approval of this program. Such reports are to be in 
the hands of the secretary of the American College of 
Osteopathic Surgeons prior to May 1 of the year in 
which they are to be considered. 

This requirement for the submission of forms at 
the designated time would appear to be the great stum- 
bling block in the pathway of many of the individuals 
who wish to have their programs approved, for the sec- 
retary receives many applications after the deadline. 
This accounts for the failure of the Committee to con- 
sider such programs. 

When, in the opinion of the Evaluating Committee, 
the basic requirements have been completed in the 
training program, the individuals concerned are so 
notified by the secretary of the American College of 
Osteopathic Surgeons. 

All of these statements have been published on 
several occasions in the Bulletin of the American Col- 
lege of Osteopathic Surgeons and are to be found in 
the “Register of Training Programs,” which has been 
available to individuals requesting information. How- 
ever, there probably will continue to be those individ- 
uals who have programs at variance with the printed 
requirements and in such cases must be considered by 
the Evaluating Committee on an individual basis. 

Neither the American College of Osteopathic Sur- 
geons nor the American Osteopathic Board of Surgery 
has developed any official formula for approved sur- 
gical training programs other than the outline contained 
in'the “Register of Training Programs” information 
folder. 

No two hospitals in the osteopathic profession 
have identical facilities or personnel, and therefore the 
objective has been to make requirements sufficiently 
firm to assure adequate training to trainees and yet be 
sufficiently flexible to enable any approved hospital to 
provide the facilities for the conduct of an approved 
preceptorship training program. 

At the present time, I do not believe there is any 
mechanics to obtain approval of internships or surgical 
training obtained in nonosteopathic hospitals other than 
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the Register of Training Programs of the American 
College of Osteopathic Surgeons and the American 
Osteopathic Board of Surgery. 

The American Osteopathic Board of Surgery has 
authority, in accordance with the Constitution and By- 
laws approved by the Advisory Board for Osteopathic 
Specialists and the Board of Trustees of the American 
Osteopathic Association, to accept internships served 
in nonosteopathic hospitals, and on several occasions 
has admitted to examination physicians who have 
served their internship in such hospitals prior to De- 
cember 31, 1948. The 9-month internship in vogue 
during World War II has been accepted by both the 
American Osteopathic Board of Surgery and the 


American College of Osteopathic Surgeons for those 
physicians who served internships at that time. 
Constantly, the secretary and the Committee are 
confronted with questions evolving around changes in 
the rules and regulations which occur from time to 
time. The continuing policy of all the evaluating bodies 
of the American College of Osteopathic Surgeons and 
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the American Osteopathic Board of Surgery are as 
follows: 

1. Physicians entering a specialty training pro- 
gram are governed by the requirements in force at the 
time their training program commenced. 

2. Changes made in the requirements or regula- 
tions of a training program in any specialty subsequent 
to the physician commencing the training program are 
not retroactive and do not affect physicians who en- 
tered acceptable training programs prior to the date 
of approval of the new requirements by the Specialty 
Board and the Advisory Board for Osteopathic Spe- 
cialists. 

By the establishment and maintenance of the 
“Register of Training Programs” by the American 
College of Osteopathic Surgeons an active list of ap- 
proved preceptor training programs is available which 
will provide information to prospective trainees on 
approved surgical or anesthetic training programs. 
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Choice of Procedure in Primary and Secondary Repair 
of Facial Injuries and Deformities 


GOLDEN S. RAMBO, D.O. 
Los Angeles 


The purpose of this paper is to illustrate some 
procedures I have used in primary and secondary re- 
pair of facial injuries and deformities. The author 
takes no credit for originating these procedures, how- 
ever. It is often necessary to improvise in order to 
utilize the material at hand as illustrated in Case 1. 


CASE REPORTS 
Case 1. Male, aged 48. Patient in the Los Angeles 
County General Hospital—Unit 2. This case will illus- 
trate the use of a composite rotation flap to fill in a 
defect caused by the firing of a shotgun from inside the 
mouth. There is still a disagreement as to who put the 


gun in the patient’s mouth and who pulled the trigger. - 


The police reported all involved persons under the in- 
fluence of alcohol. This explosion took with it the left 
half of the hard palate, the medial wall of the antrum, 
the anterior wall of the antrum and most of its cover- 
ings, and the right eye. Figure 1a illustrates the loss 
of tissue. In this particular case about one third of the 
upper lip, extending from the vermilion border to the 


defect and including all layers, was utilized as a flap 
and rotated into a superior position in an effort to fill 
the defect occasioned by the loss of tissue. The ver- 
milion border was denuded so that the composite flap 
could be attached to the medial margin of the upper lip 
laceration. The apex of this flap reached to what re- 
mained of the right ala as illustrated in Figure lb. An 
incision through all layers, from skin to periosteum, 
was made from before backward, beginning at the 
lower lateral portion of the defect in order to produce 
a series of two flaps. The second flap was completed 
by extending the forehead laceration lateralward. All 
layers of tissue, except periosteum, over what remained 
of the supraorbital ridge and the superior maxilla were 
elevated and moved en masse to a more medial position. 

The secondary repair involved other procedures. 
Approximation of macerated tissue often leaves a skin 
defect such as occurred in this case. The defect was 
temporarily covered with a Thiersch graft 1/10,000 of 
an inch in thickness, as shown in Figure lc, extending 
vertically along the right side of the nose over the 
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frontal process of the maxilla. It should also be noted 
at this time that the scar line from the right angle of 
the mouth to the right ala had undergone considerable 
contracture, pulling the right corner of the mouth up- 
ward. To cure this defect a Z-plasty through all layers, 
skin to mucous membrane, was done at the right corner 
of the mouth, transplanting a flap from the lower lip 
around the corner of the mouth to a position in the 
upper lip, thus depressing the right corner of the 
mouth. 

A Gillies’ tube had to be raised and migrated to 
the vicinity of the nose in order to reconstruct a right 
ala and fill in the defect which had temporarily been 
covered by a Thiersch graft. An eye socket was exca- 
vated, then lined with a Stent graft, and fitted with a 
prosthesis as shown in photograph 4, case 1. 

Because of the intoxication at the time of the acci- 
dent there still remained a decision as to whether the 
injury was to be classified as attempted suicide or at- 
tempted murder. For this reason the patient was trans- 
ferred to Unit 3 for psychiatric observation after which 
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he was transferred to Unit 1 where the last two pro- 
cedures were performed. The patient then returned to 
Unit 2 for the repair to be completed. Examination of 
the right ala revealed that some trimming operations 
are still indicated (Fig. 1d). 

Case 2. Male, aged 76, had a basal cell carcinoma 
just lateral to the left ala which had been adjudged 
radiation resistant by Dr. Wilmot F. Robinson. This 
case illustrates the use of a composite Z-plasty of skin, 
subcutaneous tissue, muscle, and mucous membrane. 
The patient had had repeated x-ray and radium therapy 
over a period of approximately 20 years. The carci- 
noma (Fig. 2a) penetrated through the mucosa of the 
mouth (Fig. 2b); therefore I was requested to excise 
the entire mass and attempt to repair the defect occa- 
sioned by its removal. Figures 2b and 2c illustrate 
the first step of the procedure. Bécause the induration 
extended into the floor of the nose, the right ala was 
cut loose by a through-and-through incision and held 
out of the field by a traction suture in order that exci- 
sion of tissue could be extended well into the floor 
of the nose without destroying the ala. Involvement of 
all layers is well illustrated by the hemostat placed 
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through the carcinomatous defect (Fig. 2b). The 
through-and-through flap was amputated and marked 
with sutures on all sides and sent for biopsy. The 
next problem was to correct the defect occasioned by 
the loss of tissue from the carcinomatous area. This 
was accomplished by extending a through-and-through 
incision from the defect around the left corner of the 
mouth, through the lower lip just below the vermilion 
border well past the midline, thence downward, and 
thence lateralward detaching a composite flap. This 
flap was rotated into the defect and sutured. The ala 
was then repositioned and the vermilion border was 
attached to what remained of the lower lip as illus- 
trated in Figure 2d taken on the seventh postoperative 
day before the sutures were removed. Figure 2e shows 
the appearance of the patient 1 month after operation. 
The puckering of the skin lateral to the left corner of 
the mouth was removed at a subsequent date. One 
year after operation there was no evidence of return 
of carcinoma, and the nerve supply to the lower lip 
had begun to regenerate. Figure 2f visualizes the pa- 
tient 5 years after operation. The patient, now 82, was 
examined last month, and no evidence of return of 
carcinoma was observed. 


Case 3. Male, aged 14, was seen at Los Angeles 
County Osteopathic Hospital after injury in an auto 
collision. The nose, because of the prominent position 
it occupies, is perhaps more vulnerable to injuries than 
any other portion of the face. The plastic surgeon 
when attempting an immediate repair must bear in 
mind that secondary procedures will be necessary to 
gain the desired result. The maceration of tissue asso- 
ciated with ordinary injuries causes the infiltration of 
considerable scar tissue which must be excised at a 
later date. This principle is visualized in the following 
case (Figs. 3a and 3b). It will be noted that the entire 
cartilagenous portion of the nose was invaginated into 
the nasal vault. The upper lateral cartilages, being 
separated from the distal end of the nasal bones, were 
telescoped beneath the bony dorsum of the nose. The 
lower lateral cartilages and skin were lacerated through 
and through. 


The immediate repair consisted of delivering the 
upper lateral cartilages from the nasal vault and main- 
taining them in position by means of a Kazanjian 
splint. The lower lateral cartilages and the skin of the 
tip of the nose were approximated and sutured. Figures 
3c and 3d show the result of the immediate repair. The 
scarring on the tip of the nose was due to the mascera- 
tion of the tissue at the time of the injury. At the end 
of approximately 1 year a secondary repair was at- 
tempted to excise the cicatricial tissue and reposition 
the lower lateral cartilages; Figures 3e and 3f show 
the result. 


Case 4. Male, aged 39, an epileptic, struck the left 
supraorbital ridge against concrete during a grand mal 
seizure. The result was a comminuted fracture of the 
supraorbital ridge and the anterior wall of the left 
frontal sinus. He was subsequently admitted to the Los 
Angeles County Osteopathic Hospital and assigned to 
the service of neurology. Dr. Philip B. Davis performed 
the primary operation. He found the left supraorbital 
ridge and anterior wall of the left frontal sinus so com- 
minuted that it was impossible to support the fragments 
in position and for this reason removed the anterior wall 
of the left frontal sinus and the major portion of the 
left supraorbital ridge. He also found a comminution 
of a portion of the posterior wall of the frontal sinus 
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approximately 1 cm. in diameter which, in his judg- 
ment, had to be removed. The patient made an un- 
eventful recovery and was transferred to the College 
of Osteopathic Physicians and Surgeons Clinic, where 
he again was assigned to the department of neurology. 
Dr. K. G. Bailey conducted the management of grand 
mal and referred him to the plastic surgery service for 
reconstruction of the deformity of the supraorbital 
ridge and the left side of the forehead. 


The depression in the forehead can be seen over 
the left eye (Fig. 4a). The left eyebrow was carried 
high above its normal position caused by cicatricial con- 
tracture of the skin and subcutaneous tissue follow- 
ing the removal of supporting bone. In, the se- 
lection of a method of reconstruction a tantalum 
plate was considered but immediately discarded be- 
cause, as is commonly known, a tantalum plate sub- 
jected to severe trauma will be expelled by the tissue. 
The patient, as mentioned above, is a victim of grand 
mal and would not be able to protect himself against 
subsequent injury to the same location. We therefore 
elected to use bone from the ilium. As all specialty 
services are represented at the College of Osteopathic 
Physicians and Surgeons Clinic we secured the aid of 
an orthopedic team. The plastic team elevated a fore- 
head flap extending up behind the hairline which had 
to be dissected free from the dura mater. The ortho- 
pedic team, headed by Dr. Arthur Miller, worked 
simultaneously obtaining a slab of external plate of 
ilium sufficient to repair the defect. The contour of 
ilium was almost perfect, needing only a few correc- 
tions to fit the natural curve of the forehead. This 
slab was mortised into the frontal bone, the medial 
portion of the supraorbital ridge, and laterally into the 
zygoma just lateral to the frontozygomatic articula- 
tion. Using a No. 14 Alexander mastoid gouge the 
orthopedic team supplied a half-round strip of cancel- 
lous bone which was used to build up the supraorbital 
ridge to match the one on the opposite side. The flap 
was then repositioned and closed with interrupted 
sutures. The result is shown in Figure 4b. 


CONCLUSION 

The neophyte attempting to memorize the different 
curves of the ilium is rarely aware how valuable these 
particular curves can be for reconstruction in some 
other part of the body. 

The end result of a primary or secondary repair 
or an attempted reconstruction is more dependent upon 
the surgeon’s planning and choice of procedure than 
any other one factor. 
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The problem of enormous incisional hernia and 
large inguinal hernia with tissue deficiency has long 
been an enigma that every surgeon has had to face time 
and again. Patients who have large incisional hernias 
are frequently poor risks because of obesity or some 
cardiovascular or renal problem. In the repair of in- 
guinal hernia with tissue deficiency the problem may be 
complicated by previous attempt at surgical repair or 
by the age of the patient. 

Large defects of the abdominal wall incident to 
incisional hernia may be difficult to repair by any type 
of procedure. At times there may be inadequate tissue 
to cover such a defect, or the tissue may be adequate 
for covering the defect but be so lacking in strength 
that a foreign material must be employed. Metallic 
mesh in the form of tantalum or Surgaloy is suitable 
for hernia repair when the patient’s own tissues are 
inadequate or unsuitable for bridging a tissue defect. 
This material is strong, pliable, and biologically inert. 
The mesh acts as a scaffolding for the ingrowth of 
sturdy, white, fibrous tissue for firm closure. 


Experimental studies of the tissue reactions to 
tantalum mesh and Surgaloy mesh have been well docu- 
mented in the literature.’ It is now known that there 
is a marked fibrous reaction around and through the 
implanted mesh, and that this is a normal fibroplastic 
reaction which produces soft pliable wound repair. 
The mesh is resistant to infection so that good healing 
takes place in the presence of gross infection. Use of 
wire mesh with good clinical results is now well estab- 
lished and needs no further elaboration.** Its use, both 
in the form of tantalum mesh and Surgaloy mesh, is 
widely practiced. Satisfactory repair of eventration of 
the diaphragm and repair of diaphragmatic hernia have 
been reported with no harmful effects to lung tissue.‘ 

It should be pointed out that it is not good surgical 
judgment to use foreign material to bridge a tissue de- 
fect where there is adequate tissue of good strength. 
The use of wire mesh should be reserved for those 
cases presenting a problem in closure because of lack 
of tissue at the site of the defect or, in the judgment 
of the surgeon, tissue inadequate in strength to hold 
and ultimately effect adequate repair. Furthermore, 
the use of wire mesh can never be a substitute for poor 
surgical technic. The proper approximation of anatomic 
structures in hernia repair is important. Failure to ad- 
here to this dictum will account for many failures. 

Throckmorton® has well stated, “. . . All sutures 
holding the implant in position should be placed in 
strong white fascia or periosteum and the dissection 
must expose these structures adequately. The dimen- 
sions of the implant are limited not by the size of the 
actual defect to be covered, but by the position of 
reliable supporting structures. . .. The implant must 
be of such generous proportions that it can be sutured 
in place without tension.” 

At the Oklahoma Osteopathic Hospital, with the 
use of tantalum or Surgaloy mesh, a total of ten hernia 
repairs was performed between January 3, 1952, and 
February 10, 1953, in my surgical service. Of these 
cases, four were postoperative incisional hernias ; three 
were umbilical hernias; two were recurrent inguinal 
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hernias; and one was a large indirect inguinal hernia 
in,an aged male. 


All of the ventral hernias were large and presented 
a problem of closure because of repeated recurrences 
or faulty tissue. The umbilical hernias were in aged 
patients presenting obstructions or partial obstructions, 
and closing them was a problem because of their size. 
The preliminary approximation of tissue layers, al- 
though accomplished, was obviously inadequate, so a 
mesh patch was used to reinforce the insecure closure. 
All cases have been followed from 4 to 10 months post- 
operatively, and excellent results were obtained in nine. 
One patient who had recurrent inguinal hernia has, on 
coughing, a bulging defect at the site of the external 
ring. Healing occurred in all cases by primary inten- 
tion and without infection. In several it was felt neces- 
sary to use small umbilical tape wicks for subcutaneous 
collections of serosanguineous exudate. 


In the repair of these hernias, tantalum or Surga- 
loy mesh was cut large enough to cover the hernial 
defect and to provide a secure attachment for its 
borders to strong fascial supporting structures. The 
margins of the patch were folded under for about 1 cm. 
to provide a smooth edge and a double thickness for 
holding the suture. The suture material used to secure 
the wire patch was tantalum wire or Surgaloy wire. 
All sutures were placed so as to fasten the borders of 
the mesh patch onto strong supporting structures of 
white fascia without tension. The sutures were ap- 
plied interruptedly, tied with a square knot, and cut 
close to the knot. Combinations of spinal and Pentothal 
anesthesia or cyclopropane and Pentothal were used. 


CASE REPORTS 


Case 1. A 6l-year-old woman weighing 230 
pounds was admitted to the hospital with a chief com- 
plaint of cramping in the lower left quadrant of the 
abdomen. Her large pendulous abdomen presented a 
massive umbilical hernia overhanging the lower one- 
third. A scout film on admittance showed a typical 
laddering gas pattern of obstruction. A lateral view 
showed distended loops of the small bowel scattered 
throughout the upper portion of the abdomen and an- 
terior to the abdominal wall was a large hernial sac 
which contained scattered areas of gas. The hernia 
had been present for 30 years. The patient had anorexia 
for a week prior to admittance and two days prior to 
admittance had nausea and vomiting. Aside from 
obesity and a fluid imbalance, her general condition was 
satisfactory. 

There was hemoconcentration manifested by a 
red cell count of 6,450,000 and 15 grams of hemoglobin 
per 100 cc. A 1-plus albuminuria was accompanied by 
a microscopically negative urine. An interesting side- 
light was that the patient had for a long time worn 
around her neck a sling that she designed. It basketed 
the abdomen much like a hammock and supported the 
pendulous abdomen and massive hernia. Following are 
the operative findings and proceedings: There was a 
large tumor the size of a 2-gallon bucket protruding 
from the abdomen. The skin was thin with irregular 
areas of concavities and convexities representing coils 
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of intestines. There was tension of the tumor mass at 
the base; however, the tip of the mass was not under 
tension, and the skin could be picked up with the 
fingers. 

In order to prepare the underlying skin, the mass 
was held up by grasping the skin with three Ochsner 
forceps while the nurse scrubbed beneath it. The 
hernial sac contained a portion of the omentum, the 
cecum, the ascending colon, the hepatic flexure and 
part of the transverse colon, and approximately 20 
inches of the terminal ileum. A transverse eliptic Mayo- 
type incision planned for adequate closure of the skin 
was made at the base of the mass. Because of rents 
and infarcted areas, much of the omentum was re- 
sected. The large and small bowel were held in the 
sac by plastic adhesions of the omentum to serosa and 
in turn to the thickened peritoneal sac. These were 
freed by blunt and sharp dissection. Tantalum mesh, 
approximately 16 cm. by 10 cm., was fixed over the 
closed peritoneum to the understructure of the external 
fascia. Prior to this, a portion of the rectus muscle on 
either side was pulled toward the midline. In some 
areas there was enough fascia present to use a mattress 
suture to imbricate the fascia. Near the center of the 
defect the fascia was merely pulled into the tantalum 
mesh. Umbilical tape was used in the skin for drainage 
of serosanguineous exudate. Aside from the need for 
adequate medical regimen to correct the patient’s fluid 
imbalance and the use of gastric suction for 24 hours, 
her convalescence was uneventful. Because of her 
weight, which made ambulation difficult, it was delayed 
until the third postoperative day. Her total stay in the 
hospital was 10 days. 

At the 8-month postoperative checkup there was 
no evidence of weakness of the abdominal wall, and, 
needless to say, the patient was most grateful for being 
able to abandon the sling which she had used for so 
many years to support the hernial mass. 


Case 2. This case has some of the same features 
as Case 1. The patient, a 72-year-old woman, was ad- 
mitted with an umbilical hernia the size of a 1-gallon 
bucket. The hernia was under pressure, and attempts 
at taxis had failed. There was marked tenderness over 
the hernial mass. 

An anteroposterior scout film on admittance 
showed large distention of the colon in what appeared 
to be from the hepatic flexure to the spleenic flexure, 
which was out of position and resting over the sacro- 
lumbar articulation. The bowel was distended to an 
average size of 4 inches. The haustral markings were 
still visualized. In the lateral view this loop of bowel 
was seen to be anterior, just within the belly. wall, indi- 
cating the possibility of herniation. 

The clinical finding at the time of admittance was 
massive umbilical hernia with strangulation. This pa- 
tient’s cardiac status was good. Her blood pressure 
was 120/65 and her physiologic age, from a clinical 
viewpoint was below her chronologic age. The onset 
of her symptoms occurred 2 days prior to admittance. 
She had been admitted to another hospital and then 
was transferred after 48 hours to the Oklahoma Os- 
teopathic Hospital. 

The hernial sac contained a portion of the large 
bowel which proved to be the transverse colon; it was 
large and dilated. The opening was judged to be 10 cm. 
in diameter, and the fascia at the edge of the ring was 
indurated. The serosa of the large bowel had a good 
color. The muscle areas were thinned out and were 
of no use in bridging the gap of this defect. The fascia 
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was closed over tantalum mesh, as previously described. 
There was inadequate fascia to approximate the edges 
in the center; therefore, the fascia was merely pulled 
into the mesh. Umbilical tapes were used for drainage 
of the subcutaneous layer. This patient’s hospital stay 
was 10 days, and her recovery was uneventful. The 
abdominal wall was firm at the 4-month postoperative 
checkup. 


Case 3. As mentioned previously, often incisional 
hernias may be complicated by cardiovascular prob- 
lems. This patient, a woman aged 76, was admitted to 
the hospital with a known history of hypertension and 
left bundle-branch block associated with sclerotic heart 
disease. She had suffered an attack of protracted cor- 
onary insufficiency with angina. She developed acute 
heart failure with marked pulmonary edema which re- 
quired active treatment with digitalis, mercurial diu- 
retics, oxygen, and low salt diet. In the interim be- 
tween the attack and admission, the patient had con- 
siderable cough, which resulted in strangulation of the 
omentum into a ventral hernia in the midline below 
the umbilicus. This incisional hernia had followed 
surgery 34 years before. 

Upon improvement of her cardiac status, a repair 
of the hernia was undertaken. The hernial sac, when 
opened, contained infarcted omentum about the size of 
an orange with free serosanguineous fluid in the sac. 
The muscle fibers were approximated at the upper and 
lower portions of the incision but could not be pulled 
over the midportion of the defect. Tantalum mesh, 9x7 
cm., was used. The rectus fascia was closed, imbricat- 
ing the fascia in the areas where it was adequate. This 
patient was dismissed in 9 days following surgery. Her 
condition was satisfactory. 

Case 4. A woman, aged 69, was admitted to the 
hospital with umbilical hernia the size of a half-gallon 
bucket, partly reducible, producing pain and periods of 
obstipation. The patient was short and obese and in 
the past there had been some dyspnea associated with 
hypertension. Mer electrocardiogram indicated sclerotic 
heart disease. Her lung fields were dry, and x-ray of 
the chest revealed left ventricular hypertrophy without 
evidence of decompensation, as manifested by pul- 
monary congestion. 

When opened, the hernia contained omentum and 
a portion of the small bowel. The omentum was ad- 
herent to the sac. The fascia was freed for a distance 
of 2 or 3 cm. from the edge of the hernial ring. In this 
area a piece of tantalum mesh cut to size was sutured 
in place. Small umbilical drains were used in the inci- 
sion. This patient did not present a problem of ob- 
struction, and surgery was undertaken on an elective 
basis. She has not been seen postoperatively since she 
lives a considerable distance from this hospital. How- 
ever, her physician reports that her condition has been 
satisfactory. ; 

Case 5. Two years previously this patient, a wom- 
an aged 65, had undergone an appendectomy which 
was followed by a ventral hernia. The following year 
she underwent surgery for the repair of this hernia. 
A few weeks later, the hernia recurred. She was a 
rather obese person, weighing 165 pounds, and clinical 
examination disclosed mild hypertension ; however, her 
cardiac status was good. There was considerable pain 
at the site of the hernia, and no type of support suc- 
cessfully maintained reduction. 

The muscle structures were thin and of poor qual- 
ity. A piece of Surgaloy screen mesh was cut to fit an 
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area approximately 17 cm. in length and 10 cm. in 
width and fixed under the external fascia. There was 
adequate fascia to bring the edge of the fascia layer 
over this mesh except near the center of the operative 
field; the edge of the fascia in this area was fixed in 
the mesh with individual ties using Surgaloy suture. 
Umbilical tape was placed in the incision. 

Because of this patient’s previous surgical expe- 
rience, it was difficult to obtain her cooperation in am- 
bulation ; however, with some persuasion, on the fourth 
postoperative day: she became ambulatory and _there- 
after was cooperative. Her hospital stay was 17 days, 
not because of any complication but at her request. It 
was my impression during my daily visits with her 
that she anticipated recurrence of the hernia at any mo- 
ment, and she actually had to be persuaded to return 
to her home on the seventeenth day. The patient has 
been seen at monthly intervals and, at her four-month 
checkup, was in excellent condition with a strong ab- 
dominal wall. 


Case 6. The patient in this case was a woman 
aged 65, of medium build, slightly obese, and weighing 
151 pounds. Her abdomen was rather pendulous. She 
had had an appendectomy 4 years before and following 
this, an incisional hernia occurred which could, how- 
ever, be reduced. It was about the size of an orange. 
There was no tenderness at the area. The patient re- 
quested repair of this hernia because of a sister’s expe- 
rience with strangulated hernia. 


There was nothing remarkable in her physical ex- 
amination ; her cardiac status was good, and it was felt 
she was a good surgical risk. The hernial sac contained 
omentum which was fixed to the sac. A portion of 
omentum which appeared semi-infarcted was excised. 
The muscle had thinned out; it was approximated by 
interrupted sutures. Because of this patient’s age and 
a lack of adequate fascia for imbrication, a piece of 
tantalum mesh was cut to size, approximately 9 by 9 
cm., and placed over the hernial defect. No skin drains 
were used. Her recovery was uneventful; she was am- 
bulated early and dismissed on the seventh day. A 10- 
month follow-up was made, and her condition was 
good. 

Case 7. This 55-year-old woman had undergone 
appendectomy 2 years previously. This was followed 
by a ventral incisional hernia 2 weeks later. When the 
patient came under my care she weighed 206 pounds, 
and her blood pressure was 190/100. After 15 months 
of dietary and medical regimen, her weight was reduced 
to 143 pounds and her blood pressure to 135/80. The 
patient had considerable pain at the site of the hernia 
and had been unable to work. Physical examination 
and laboratory findings were essentially negative. She 
was taking Dilantin sodium for attacks of petit mal. A 
neurologic survey done at the University Hospital and 
made available to me was essentially negative. Her 
electroencephalogram and pneumoencephalogram were 
interpreted as being negative. There had been no treat- 
men advised, and the neurologic consultants saw no 
reason why herniotomy should not be undertaken in an 
attempt at rehabilitation since she was unmarried and 
solely dependent upon a salary for her existence. 

The sac was found to contain a portion of the 
cecum, and the omentum was adherent to the hernial 
sac. The cecum and omentum were freed by sharp 
dissection. The muscle was approximated with inter- 
rupted sutures. Surgaloy mesh, cut to the size of the 
defect, approximately 15 cm. by 9 cm., was fixed under 
the fascial area. At the upper and lower portions of the 
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incision, the fascia was imbricated by multiple mattress 
sutures. One umbilical tape wick was placed in the 
wound. This patient’s postoperative convalescence was 
uneventful. She was dismissed from the hospital on 
the eighth day. Dilantin sodium was given orally start- 
ing on her second postoperative day. Early ambulation 
was employed. At her 2-month checkup this patient had 
no soreness in her abdomen and no evidence of weak- 
ness of the abdominal wall. 


Case 8. A man, aged 46, had a large, recurrent, 
direct inguinal hernia on the right side. His first opera- 
tion in 1949 was complicated by postoperative swelling 
of the right testicle. On the fourteenth postoperative 
day a second procedure was undertaken. The patient 
was unable to relate what was done. The hernia re- 
curred, gradually enlarging. In the interim he also 
developed a left indirect hernia. On the right the 
hernia defect was large, with marked scar tissue, and 
operation revealed the spermatic cord incorporated 
within this tissue. The canal was closed by approxima- 
tion of the transversalis fascia about the cord at the 
internal ring, and the lower edge of the rectus sheath 
was approximated to the shelving edge of the inguinal 
ligament. Surgaloy mesh was cut to size and placed 
over these structures. The mesh patch of Surgaloy was 
placed under the aponeurosis of the external oblique, 
allowing the cord to lie below the patch. The aponeu- 
rosis of the external oblique was approximated by 
Surgaloy suture. The left inguinal hernia was repaired 
by a classical Bassini procedure. The patient was am- 
bulated early with an uneventful convalescence. The 
total hospital stay was 7 days. 


Case 9. A man, aged 58, had a history of left 
hernia repair 6 years before, with recurrence. A sec- 
ond repair 1 year before admission was unsuccessful. 
Examination disclosed a large left direct inguinal 
hernia. Three months prior to admittance, the hernia 
recurred from lifting a large piece of heavy metal. The 
repair was carried out in the same manner as Case 8. 
After repair there was a bulging defect at the site of 
the external ring on coughing. The existence of this 
defect, in all probability, was due to the inadequate 
size of the mesh patch. 

Case 10. The third case of inguinal hernia was 
that of a man, aged 88. There was a massive early 
strangulated indirect hernia on the left. Tantalum 
mesh was employed in this case because of the poor 
quality of tissue due to the patient’s age. The patient 
was ambulated early, and his hospital stay was 7 days. 
There were no complications. The 3-month postopera- 
tive checkup disclosed satisfactory results. 


SUMMARY AND CONCLUSIONS 


1. The repair of ten hernias with tantalum mesh 
or Surgaloy mesh is reported. Four of these hernias 
were postoperative incisional hernias, three umbilical 
hernias, two recurrent inguinal hernias, and one an 
early strangulated inguinal hernia in an aged male. All 
had tissue defects or structure so faulty that repair 
by layer closure, utilizing the patient’s own tissue, did 
not seem feasible. 

2. Related medical problems of obstructions, 
obesity, and cardiovascular complications are reviewed. 

3. The recentness of the operative procedures 
does not permit adequate follow-up studies in this small 
series of cases. 

4. It is pointed out that the wire patch to be used 
in repair should not be limited to the size of the actual 
defect to be covered but should be determined by the 
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position of the reliable supporting structures. 


5. Tantalum or Surgaloy mesh of adequate size 
and properly fitted is a suitable material for use in 
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types of hernia which present difficult problems of 
closure because of tissue deficiency. 
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Myasthenia Gravis Treated by Thymectomy 
With a Case History 
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Myasthenia gravis is an illness characterized by 
easy fatigability and weakness of striated muscles. The 
condition is much more prevalent in females than in 
males and most commonly is manifest during the third 
decade of life, although Randt’ states that the onset of 
the disease has been recorded as late as 81 years of 
age. Cranial nerve signs such as impairment of func- 
tion of the external muscles, ptosis of one or both eye- 
lids, difficulty in mastication, deglutition, and phonation 
may occur as manifestations of the disease. Ocular 
signs usually occur early in the disease and, if remis- 
sion occurs, may be the last symptoms to disappear or 
may never do so. The onset of the disease usually is 
gradual but may be abrupt and fulminating. 

Myasthenia gravis is attributable to disorders of 
the thymus gland, but despite extensive histopathologic 
studies of thymic tissue and endocrinologic studies, the 
pathogenesis of the disease is still rather ill defined. 

Many theories as to the cause of this disease have 
been postulated and one of the most commonly accept- 
ed is that the thymus gland liberates a curare-like sub- 
stance which interferes with transmission of nerve im- 
pulses across the myoneural junction of striated 
muscles. There is, no doubt, much research to be done 
before the relationship between myasthenia gravis and 
the thymus gland is fully understood. The only con- 
sistent histologic findings in thymus glands removed 
from patients with myasthenia gravis, and without 
demonstrable tumors, are the presence of lymphoid 
hyperplasia and the formation of germinal centers. 

The response in suspected cases of myasthenia 
to a therapeutic test dose of neostigmine methyl- 
sulfate is usually quite dramatic and remarkable. The 
most effective medical treatment of myasthenia gravis 
is neostigmine administration either orally (neostig- 
mine bromide) or by subcutaneous injection (neostig- 
mine methylsulfate). The dosage of these preparations 
varies according to the severity of the symptoms and 
the individual response to treatment. Blalock? reports 
a case of a 14-year-old negro female who required as 
much as 910 mg. of neostigmine daily. 

In the past few years thymectomy has been per- 
formed as a method of treatment of myasthenia gravis 
in cases with demonstrable thymic tumors as well as 
those without demonstrable tumors. From 1941 to 
1944 Blalock? and his staff performed thymectomy on 
20 patients. The age of this group ranged from 14 to 
48 years—16 were females, 4 were males. Two of this 
group had thymic tumors and the remaining 18 pre- 
sented the characteristic two-lobed gland which histo- 


logically displayed lymphoid hyperplasia and germinal 
center formation. Only those patients with the severe 
form of the disease who were disabled despite neostig- 
mine therapy were subjected to thymectomy. The mor- 
tality rate of this series of cases was 20 per cent. The 
deaths resulting were all attributable to complicating 
respiratory infections. Of the 16 patients surviving, 3 
had complete remission from symptoms. 

In 1949 Keynes* presented a report of 155 pa- 
tients with myasthenia treated by surgical removal of 
the thymus gland. His paper was primarily limited to 
discussion of 120 patients who presented no thymic 
tumor and survived operation; 79 showed a complete 
or almost complete remission of symptoms following 
surgery. His operative mortality was 4.2 per cent. 
Keynes concluded that the improvement resulting from 
thymectomy is directly influenced by the duration of 
the disease before thymectomy. The shorter the history 
of myasthenia gravis, the better the prognosis for re- 
mission of the disease. 

Viets* disagrees with Keynes’ assessment regard- 
ing duration of the disease and states that his patients 
with long histories have done fully as well following 
thymectomy as patients whose disease was of brief 
duration. Viets warns against “desperation” operation 
in severe cases of myasthenia gravis and states that pa- 
tients responding to neostigmine and most over 40 
years of age are included in those best treated 
medically. 

CASE HISTORY 

This history is that of a 28-year-old female ad- 
mitted to the hospital on September 5, 1952, complain- 
ing of dysphagia which had become progressively worse 
during the preceding 2 weeks. The patient stated that 
a similar episode had occurred approximately 7 years 
previously but had disappeared. Whether or not this 
was a remission was not known. 

The patient displayed difficulty in articulation and 
phonation, complained of diplopia, and manifested a 
right external strabismus, ptosis of both eyelids, and 
extreme weakness of her extremities. No sensory dis- 
turbances were found. 

A l1-mg. therapeutic test dose of neostigmine 
methylsulfate was given and the patient experienced a 
marked increase in strength and muscle tone. Doses of 
1 mg. were administered four times daily, and by the 
third hospital day the patient was able to swallow with 
much greater ease and was able to ambulate moder- 
ately. She was placed on oral Prostigmin bromide in 
doses of 15 mg. every 4 hours around the clock, but 
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while on the oral preparation she experienced exacer- 
bation of symptoms. 

The parenteral form was again given and increas- 
ing amounts of the drug were required until an average 

of 2 mg. intramuscularly was required every 2 hours 
around the clock. The patient also received atropine 
and ephedrine. Injections were given every 2 hours 
around the clock from October 15, 1952, until opera- 
tion on March 20, 1953. During these months, at 
increasingly frequent intervals, she complained of sub- 
sternal oppression, pain in the posterior cervical area 
and in the sterndcleidomastoid muscles, dyspnea, and 
choking sensations, all of which made her very appre- 
hensive. 

Repeated x-rays of the chest as well as fluoro- 
scopic examinations failed to demonstrate evidence of a 
thymic tumor. The complete blood chemistry was with- 
in normal limits, and the patient’s erythrocyte count 
was consistently above 4,000,000, with consistent hemo- 
globin determinations. Since the patient’s condition 
was static and in some respects worse, a decision was 
made to attempt a thymectomy. 

Prior to the contemplated surgery the patient was 
observed closely and examined for any evidence of 
systemic infection, particular attention being paid to 
the respiratory system. She was placed on penicillin 
therapy prior to operation. Since myasthenic patients 
are very susceptible and intolerant to the mildest type 
of respiratory infection, it is imperative that they be 
protected from exposure even if it is necessary to fol- 
low isolation technic. 

Adams* mentions that women with myasthenia 
gravis note an exacerbation of the disease just preced- 
ing their menstrual periods, and this was true of our 
patient. This fact was taken into account in planning 
the date for operation. Most myasthenic patients are 
thin, weak, and malnourished owing to disturbance of 
mastication and deglutition and other manifestations of 
the disease, and require quite extensive measures to 
improve their nutritional status before thymectomy. 
This patient, however, had managed to maintain a 
fairly good state of nutrition, and her weight remained 
fairly constant. 

Various authorities advise that only moderate 
preoperative medication be given—usually morphine, 
1/8 to 1/6 grain, with atropine, 1/150 grain—and 
advise against the use of barbiturates since these drugs, 
in practically all cases, cause severe depression of the 
myasthenic patient. Our patient was given 50 mg. 
of Demerol with atropine since it was known that 
she tolerated this drug well. 

Anesthesia was induced with nitrous oxide, fol- 
lowed by intratracheal ether and oxygen. A peculiar 
but interesting fact noted during operation on patients 
with myasthenia gravis is the extremely small quan- 
tity of anesthetic required. During the 3 hours and 
25 minutes she was anesthetized, our patient required 
only 50 ce. of ether. 

The surgical approach was made through a 
sternum-splitting incision. The skin incision extended 
from a point just slightly above the suprasternal notch 
to the xiphoid process in the midline. The dense layer 
of pretracheal fascia which is attached to the posterior 
surface of the upper sternum must be cut to allow 
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the operator’s finger to be inserted behind the sternum 
to advance the soft tissues and to make an opening 
for the Lebsche sternal chisel. The sternum was split 
in the midline to the xiphoid process. Much oozing 
was encountered from the sternal marrow. A Finochi- 
etto-type of retaining retractor was used to spread 
the sternum and thus expose the anterior superior 
mediastinum. A small opening which was inadvert- 
ently made in the left pleura was repaired. The thymus 
gland was located and by blunt dissection isolated 
from the secondary tissues and the vessels were 
ligated. The gland was the shape of a distorted capital 
letter H and was grayish-pink in color. The anatomic 
structures lying deep to the gland were the left 
innominate vein, aortic arch, and pericardium. After 
removal of the gland the periosteum of the sternum 
and the deep fascia were reapproximated using inter- 
rupted silk sutures. The skin was reapproximated with 
interrupted vertical mattress sutures of 00 Dermalon. 
A tracheostomy was then performed. The total opera- 
tive time was 3 hours and 5 minutes. 

The postoperative progress of the patient was 
uneventful until approximately 72 hours following 
surgery at which time there was a rather sudden 
change in the character of respirations manifested 
by episodes of alternating shallow and deep respira- 
tory excursions. The patient became apprehensive, 
and her lips and nail beds showed a suggestion of 
cyanosis. The patient was immediately placed in a 
stand-by Drinker-type respirator, which was kept 
ready in her room, and her condition became stabilized 
almost immediately. Prostigmin in doses of 2 mg. 
every 2 hours was continued while the patient was 
in the respirator until excessive mucous formation 
occurred in the respiratory passages. After having 
been in the respirator for 4 days the quantity of 
Prostigmin was gradually diminished, and by the 
twelfth respirator day all medication had been dis- 
continued. The patient was removed from the respira- 
tor daily and the time out of the respirator was 
increased until she was completely removed on April 
18, 1953. 

The patient at present is receiving no medication, 
feels subjectively stronger, and shows definite im- 
provement of the previously manifest weakness of the 
muscles of expression. 


SUMMARY 
1. The case history presented is one of myasthenia 
gravis which we believe has benefited from thymec- 
tomy. The patient, to date, has required no supple- 
mental neostigmine. 


2. It is generally agreed that thymectomy does 
not provide a surgical cure of myasthenia gravis in 
all cases, and it is impossible to determine which 
patients will benefit from the operation and which 
will not. 


3. Thymectomy is indicated in any severe form 
of myasthenia gravis which appears progressive and 
in which the patient is disabled despite neostigmine 
therapy. 


4. A high incidence of thymic abnormality has 


been found in myasthenic patients, but no causal 
relationship has yet been established. 
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Abdominal Incisions 


HOWARD E. LAMB, D.O., F.A.C.O.S. 
Denver 


The criteria for a satisfactory abdominal incision 
are: (1) adequate exposure, (2) conservation of the 
strength of the abdominal wall, (3) postoperative com- 
fort, (4) ease of fashioning, (5) simplicity of closure, 
and (6) absence of unsightly scars. There has been 
sufficient proof in the past several years to support the 
contention that these criteria are better met by the 
employment of a transverse incision suitably placed 
than by any other method of performing a laparotomy 
when the surgery is above the umbilicus. When the 
surgery to be performed is best approached below the 
fold of Douglas, a paramedian rectus incision supports 
these criteria. 

With the improved knowledge of surgical diag- 
nosis, the surgeon now places the incision with the con- 
fidence that he has made a correct diagnosis and knows 
which portion of the abdomen must be exposed in order 
to carry out a definite procedure. 


Recent advances in thoracic surgery and the ad- 
vent of endotracheal anesthesia provide the surgeon 
with an additional incision which permits adequate ex- 
posure in upper abdominal surgery. These advances in 
thoracic surgery have also provided an incision which 
permits the general surgeon to open the chest wall with 
impunity in order to reach the heart when he finds 
cardiac resuscitation necessary. 


In an article prepared for the meeting of the 
American College of Osteopathic Surgeons in October, 
1948, entitled “The Relations of Anatomical Incisions 
and Their Closure to Early Ambulation,’”* reference 
was made to work done with Richard R. Stuart, Ph.D., 
of the Department of Anatomy of the College of Os- 
teopathic Physicians and Surgeons at Los Angeles. 
His report on the anatomy of the abdominal wall bears 
repetition at this time. 


“Anatomy of the Abdominal Wall—This area has been 
described so many times and in such detail that it seems hard- 
ly necessary to repeat such a description in its entirety. It does 
seem worthwhile, however, in this instance to revise some of 
the pertinent notions and, on the basis of observation in this 
laboratory, to add a point or two and to question some exist- 
ing concepts. 

“It is well known that the prevailing direction of the 
muscle fibers of the transversus abdominis muscle is in a 
transverse plane excepting for those fibers which take origin 
from the anterior superior iliac spine and from the inguinal 
ligament. These latter turn downward and tend to approxi- 
mate the direction of the inguinal ligament. 

“The prevailing direction of the muscle fibers of the in- 
ternal oblique muscle is upward, forward, and medially, except 
for those fibers which arise from the neighborhood of the 
anterior superior iliac spine and from the inguinal ligament. 
These latter change direction gradually, turning downward also 
to approximate the direction of the inguinal ligament. The 
prevailing direction of the muscle fibers of the external oblique 
is downward, forward, and medially throughout. 

“The fibers of the respective aponeuroses tend to continue 
the direction of the corresponding muscle fibers, blending in 
the midline to form the linea alba and even continuing to the 
opposite side. 

“It is generally understood that the posterior portion of 
the rectus sheath extends from the fold of Douglas (i.e. about 
midway between the umbilicus and pubic symphysis) upward 
to the costal margin and consists of the aponeuroses of the 
transversus abdominis and the posterior lamina of the internal 
oblique. Likewise the anterior portion of the rectus sheath 


extends from the pubic symphysis upward as far as the in- 
sertion of the rectus abdominis to the thoracic cage and con- 
sists of (1) the aponeurosis of the external oblique, (2) the 
anterior lamina of the internal oblique (pubic to thorax), (3) 
the posterior lamina of the internal oblique (pubis to level of 
the fold of Douglas), and (4) the aponeurosis of transversus 
abdominis (pubis to level of fold of Douglas). 

“Careful dissection in this laboratory tends to establish 
that the anterior lamina of the aponeuroses of the internal 
oblique does not always extend as high as the costal margin 
but frequently stops short by several inches. Above this level 
of the aponeurotic portion of the anterior layer of the rectus 
sheath consists entirely of the aponeurosis of the external 
oblique muscle. 

“Not generally appreciated is the fact that in this upper 
portion the anterior layer of the rectus sheath is formed in part, 
and reinforced considerably, by a very tough deep fascia which 
blends with the aponeurosis of the external oblique over the 
rectus muscle but is easily separable from the muscle laterally, 
the greatest slope being in the lateral area while in the midline 
the fibers are more or less vertical, coinciding with the mid- 
vertical line. It should be pointed out that the prevailing direc- 
tions of the fibers of this deep fascia correspond rather closely 
to that of the lines of Langer (lines of the attachment of the 
corium) across which the surgeon cuts only at the expense of 
a gaping wound and extensive scar formation later. 

“A point sometimes overlooked by surgeons using the 
supra abdominal transverse incision is that the segmentally ar- 
ranged intercostal nerves and vessels, in the plane between the 
internal oblique and the transversus abdominis, take an almost 
transverse direction in the anterior abdominal wall of the 
pyknic (short and stocky type) while they slope downward 
as well as medially in the asthenic (long and slender type). 
Obviously, the danger of cutting three or more nerves is much 
greater in the latter than in the former type.” 


Stuart also states that the prevailing direction of 
the lines of Langer usually parallels the lines of tension 
and compression of the skin in ordinary movements. 
From this it would seem probable that these lines serve 
also as an indication of direction of tension produced 
by all factors (e.g., bodily movements, gravity, etc.) 
upon the abdominal wall generally. 

On the basis of Stuart’s description of the anatomy 
of the anterior abdominal wall it would seem that the 
following conclusions can be drawn: (1) that the 
fascial strength of the anterior abdominal will is 
greater posterior to the rectus abdominis muscle from 
the fold of Douglas to the costal arch than it is anterior 
to the rectus abdominis muscle, and (2) the pull of the 
flat muscles of the abdomen laterally away from the 
midline is greater above the umbilicus than it is below 
the umbilicus since these muscles are intimately asso- 
ciated with respiration. Also it would seem that the 
anterior sheath of the rectus abdominis muscle is more 
dense and fibrous below the fold of Douglas and, there- 
fore, has more tensile strength than does the trans- 
versalis fascia posterior to the rectus muscle below the 
fold of Douglas. 


Further it has been observed that the strength of 
the rectus abdominis muscle is far greater and better 
developed below the umbilicus than above. This greater 
strength below the umbilicus partially offsets the de- 
gree of lateral pull by the flat muscles of the abdominal 
wall. The lessening of lateral pull makes closure of a 
vertical incision in the midline easier and reduces the 
likelihood of hernia below the umbilicus. In the light 
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of these observations the closure of the posterior sheath 
of the rectus above the umbilicus assumes the same im- 
portance as adequate closure of the anterior sheath 
of the rectus below the fold of Douglas, and there 
would be less probability of hernia following a mid- 
line or vertical incision below the fold of Douglas than 
there would be above it. Above the fold of Douglas 
the fibers of the transverse muscles are so well defined 
that an incision through the posterior sheath of the 
rectus and the peritoneum should be parallel to the 
lines of the fibers of this aponeurosis. 

Generally the aponeurotic portion of the anterior 
sheath of the rectus above the umbilicus is likely to be 
delicate, but is reinforced by a well-developed deep 
fascia, according to Stuart’s observation. The tension 
lines of Langer are predominantly in a transverse 
direction above the umbilicus and arch upward slightly. 
For this reason it is possible to divide the anterior 
rectus sheath above the umbilicus in a transverse direc- 
tion and still follow the direction of the heaviest fibers. 


Since the rectus muscle is attached at intervals to 
the anterior sheath by transverse tendons and since 
many of its fiber bundles are attached to the anterior 
sheath directly, thus preventing the muscle from re- 
tracting when transected, it need not be united sep- 
arately when the abdominal wall is closed. The closure 
of the anterior sheath of the rectus approximates the 
cut edge of the muscles. 

Now it can be said safely that the anatomic inci- 
sion for surgery above the umbilicus is a transverse 
incision which divides the anterior sheath of the rectus 
transversely, the division of one or both of the rectus 
abdominis muscles, and the division of the transversalis 
muscle and fascia parallel with its fibers. Further, it 
should be stated that a transverse incision for upper 
abdominal surgery should not be made more than an 
inch above the umbilicus, except in the case where a 
transverse abdominothoracic incision is to be used. If 
the incision is made higher than this point the extension 
of the incision into either loin is not possible because 
the incision runs into the costal arch, thereby limiting 
the extent to which the incision can be enlarged. 

The development of the thoracoabdominal incision 
in recent years can be considered a milestone in the 
progress of surgery. Due to notable advances in anes- 
thesia and blood replacement therapy in recent years, 
this precise technic has developed to a point where it 
has become an integral part of the surgeon’s armamen- 
tarium. In the field of general surgery, esophageal re- 
section, total gastrectomy, and splenectomy have be- 
come commonplace as the result of the unparalleled 
exposure secured through this incision. Lesions which 
heretofore would have been considered inoperable have 
proved amenable to surgery when approached in this 
manner. 

Anatomically one must agree that the supraumbili- 
cal transverse incision is the incision of choice if the 
incision is not placed over 2 cm. above the umbilicus, 
since this incision can be extended laterally across 
either or both of the rectus muscles without limitation 
of the incision by the costal arch. On the other hand, 
this incision in actual practice does not give adequate 
exposure for upper abdominal surgery unless the inci- 
sion is extended vertically in high gastric resections or 
surgery upon the bile ducts. This is especially true in 
the asthenic type of individual where the costal arch 
oftentimes extends down at an acute angle from the 
midline. The incision gives better exposure in the 
pyknic or stout type of individual where the costal arch 
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tends to run more transversely across the upper ab- 
domen. In practice one finds himself going back to the 
paramedian incision extending either from the ensi- 
form cartilage down to the left of the umbilicus for 
gastric surgery or from the ensiform cartilage down 
to the right of the umbilicus for gallbladder surgery, 
realizing full well when he cuts across the fibers of the 
fascia on the posterior surface of the rectus muscle 
that he is asking for trouble in closing the abdomen. 

With the advent of thoracic surgery under endo- 
tracheal anesthesia the objections to the upper ab- 
dominal transverse incisions have been overcome. The 
transverse incision can now be placed higher on the 
abdomen so that the ends of the incision extend from 
the costal cartilage at the end of the eighth interspace 
on either side. In the event the incision needs to be 
enlarged because of inadequate exposure, it can be 
extended by cutting across the costal cartilage and con- 
tinuing the incision into the eighth interspace to the 
angle of the rib. The diaphragm is divided in line with 
its ‘fibers, thus producing a pneumothorax. The rib 
separator is placed between the eighth and ninth ribs 
giving adequate exposure to the entire upper abdomen 
and all the organs contained therein. 

The main objection to this incision, made by those 
who have had the most experience with it, is that the 
morbidity is somewhat greater than with other types 
of abdominal incision which do not include opening of 
the thorax. In addition to closing the thoracic cavity 
following such an incision it is necessary to drill two 
holes in either side of the cut costal cartilage and ap- 
proximate the sides with wire suture. In the majority 
of cases of upper abdominal surgery the transverse 
incision, cutting across both upper rectus muscles, and 
a transverse incision through the posterior sheath of 
the rectus gives adequate exposure. In the event such 
an incision does not give adequate exposure the sur- 
geon has ample time to request the passage of an endo- 
tracheal tube which will permit opening the thorax and 
thereby giving adequate exposure for any upper ab- 
dominal surgical procedure. 


We all realize that habit plays an important part 
in surgery and that it will be difficult for many sur- 
geons to change from an upper right or left rectus 
incision when doing upper abdominal surgery, even 
though it is in violation of every anatomic principle. 
It is doubtful that the transverse abdominal thoracic 
incision will come into wide use until by experience 
general surgeons learn of the advantages of this ex- 
posure in carrying out difficult upper abdominal sur- 
gical procedures. 

The transverse incision for an appendectomy, in 
my opinion, is the method of choice as opposed to the 
classical McBurney muscle-splitting incision, although 
transverse incisions in the lower abdomen should be 
reserved for male patients in whom a definite diagnosis 


of appendicitis has been established. A transverse in- 


cision in the skin and the division of the aponeurosis 
of the external oblique in line with the fibers of that 
muscle can be carried to the lateral border of the rectus 
abdominis muscle. From that point the incision can be 
transverse across the fascia of the rectus muscle and 
extended in line with the fibers of the fleshy portion 
of the internal oblique muscle. No attempt is made to 
separate the rectus muscle from its anterior sheath; 
however, the muscle is separated from its posterior 
sheath as far as the midline if necessary to obtain 
sufficient opening by retracting muscle medially; the 
posterior sheath is then opened transversely. 
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In the event the operative procedure cannot be car- 
ried out with retraction of the right rectus muscle 
toward the midline the muscle can be divided across 
its fibers to a point which will permit the operator to 
have sufficient exposure, if the muscle has not been 
separated from the anterior rectus fascia. There is no 
reason why the rectus muscle should be approximated 
with sutures when the abdomen is closed since the 
rectus is adherent to its anterior sheath and will be 
approximated by contraction because of the adherence 
of the fibers of the muscle to the fascia on the anterior 
surface. Only rarely it is necessary to divide the rectus 
muscle completely in order to gain adequate exposure 
in operating upon an appendix in the male. 

It is extremely important in closing this type of 
incision that the anterior leaf of the internal oblique, 
which is reflected for a distance of approximately % to 
34 of an inch on the anterior surface of the rectus 
muscle, be approximated as well as the anterior leaf of 
the external oblique. It is true in making a trans- 
verse incision of the rectus muscle that at least one 
of the intercostal nerves is divided, but this division 
is not sufficient to create any weakening of the anterior 
abdominal wall, to paralyze the rectus muscle, or to 
interfere with proper healing. 

Although a gridiron incision has been used in op- 
erating for appendicitis in the female, its use is con- 
sidered inadvisable because of the desirability of ex- 
amining the pelvic organs at the time of the appendec- 
tomy. Therefore, in operating upon females, a right 
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rectus incision is the incision of choice whether the 
operation is for surgery of the female pelvic organs or 
the removal of the appendix. 


Abdominal incisions in obese patients constitute 
a problem which has received far too little considera- 
tion, for, in my judgment, improper incisions are the 
cause of the majority of wound hernias following ab- 
dominal surgery. When a vertical incision is made in 
an obese abdomen, the fatty pad is often 6 to 8 inches 
thick. When the subcutaneous fat has been incised the 
wound gapes open as the fat falls to either side. The 
weight of this fat is of tremendous importance when 
it comes to closing the fascia; the lateral pull of the 
fat on the incision in the fascia is a matter which is 
seldom considered; but, in my judgment, it accounts 
for the failure of the edges of the fascia to unite re- 
gardless of the type of suture material used. 

In making a transverse incision in the obese ab- 
domen it is necessary to retract the fat from the line 
of incision in order to approach the deep fascia, and 
there is no lateral pull of the fat away from the vertical 
incision in the fascia. If necessary the fat can be dis- 
sected away from the anterior sheath of the rectus far 
enough to permit a liberal vertical incision in the fascia 
below the umbilicus. When the incision is fashioned 
in this manner it is obvious that there is far less like- 
lihood of an incisional hernia than if the skin and fat 
were incised vertically. 
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Clinical Diagnosis in Thoracic Surgery* 


ORVILLE L. HASTINGS, D.O. 
Long Beach, Calif. 


Thoracic surgery rarely necessitates emergency 
measures except in cases of trauma or massive uncon- 
trolled hemorrhage. For the most part, thoracic surgery 
may be classified as elective. Therefore, time is avail- 
able for careful evaluation, not only of the patient’s im- 
mediate illness but also of any other condition which 
may complicate postoperative recovery. 

The etiology of thoracic surgical conditions, for 
purposes of description, may be divided into four cate- 
gories: (1) congenital lesions, which I shall not dis- 
cuss in this paper, (2) injuries, (3) inflammatory le- 
sions, and (4) neoplastic diseases. 

INJURIES 

In the treatment of corrosive stricture of the 
esophagus which fails to respond to dilatation by 
esophagoscopy or string dilators or both, reestablish- 
ment of the continuity of the gastrointestinal tract can 
be accomplished surgically."** With this operation, the 
patient will not actually starve to death or become a 
chronic invalid as the result of a gastrostomy tube. If 
esophagectomy is anticipated, whether the cause is a 
corrosive agent or a neoplasm, an opinion should be ob- 
tained on the status of the trachea and left main bron- 
chus, particularly if neoplasm is the etiologic factor. 

The improvement which results from surgical in- 
tervention in certain lung disturbances can be more 
than impressive. As the result of traumatic hemothorax 

*This paper was part of a symposium, Surgery of the Thorax, pre- 


sented at the Twenty-Sixth Annual Clinical Assembly of the American 
College of Osteopathic Surgeons, Los Angeles, October 20, 1953. 


with resultant pleural fibrosis, it is my understanding 
that the pulmonary volume is reduced, and the encased 
or imprisoned lung is limited in participation in the act 
of breathing. The lung takes up less oxygen than it 
should, and the pulmonary arterial system responds by 
diminishing the blood flow through the lung in its at- 
tempt to prevent hypoxia. As the result of the organi- 
zation of blood and fluid in the pleural space, a non- 
expansile membrane is formed. At Fitzsimons Hos- 
pital,’ nineteen unselected cases were studied before 
and after decortication in regard to their pulmonary 
function. Uniform improvement was found in the per- 
centage of ventilation, in oxygen consumption, in vital 
capacity, and in maximal breathing capacity with the 
eventual restoration of normal function. Although I 
have no reliable means of measuring the development 
of pulmonary insufficiency, my experience has seemed 
comparable to that at the Fitzsimons Hospital. 


If the temperature remains elevated in chronic 
empyema, in spite of adequate osteopathic management, 
and fluid continues to accumulate, the lung is prevented 
from re-expanding and surgical intervention is insti- 
tuted. On the other hand, if the temperature and pulse 
rate improve, but fluid continues to collect, surgical 
intervention again is recommended—this time, pleurec- 
tomy. 


If, in cases of chronic empyema, after rib resec- 
tion and tube drainage, the temperature and pulse rate 
return to normal but the lung still does not re-expand, 
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it is suggested that decortication be performed within 
a few weeks rather than waiting for months as was 
done in the past. 

In summary, a few of the common indications 
for decortication*® are unexpandable pneumothorax, 
pleural fluid, empyema, obliteration of the pleural space 
by extreme shifting of the mediastinum and overexpan- 
sion of the opposite lung. 


INFLAMMATORY LESIONS 


Pulmonary Abscess.— 

A former viewpoint, still adhered to by some, that 
the lower lobe is the most common site for abscess 
formation seems to require modification. It has been 
my experience that the upper lobe is the common site 
for abscess formation. In fact, in ten cases this past 
year, the lower lobe (right) was invaded only twice. 
A situation which I encountered which would seem to 
refute another popular belief is that less than half of 
these cases offered the symptom of sudden expectora- 
tion of a large amount of putrid sputum. 

Clinical diagnosis is difficult at times when the his- 
tory does not bear out the complaint of putrid sputum. 
It becomes doubly difficult when the history does not 
record a recent tonsillectomy, a none-too-recent deep 
anesthetic, or coma, whether from alcohol or drugs. 
For the diagnostician another disappointing finding, 
radiographically, is that only about half of lung ab- 
scesses show convincing evidence of cavitation. 

Before a cavity has made its appearance in lung 
abscesses, bronchoscopy’ combined with antibiotic 
therapy offers only fairly good results. In the late 
cases, bronchoscopy has not helped the abscess per se, 
but it has aided in improving the patient’s general con- 
dition. The late cases in my series did not respond to 
antibiotics, and, therefore, I am of the opinion that 
antibiotics should not be employed except in prepara- 
tion for surgery. 

Late cases* may be defined as those which have a 
large or poorly drained cavity or an atelectatic or fi- 
brous reaction around the wall of the cavity. They are 
definitely in need of surgical therapy. A late case® is 
also one which may be complicated by daughter cavities 
even though, in terms of time, it may be found within 
a few weeks from the onset. Nye® offers one other 
indication for surgical management of a lung abscess— 
when the abscess remains unchanged on roentgeno- 
grams for 2 or 3 weeks, even if there has been amel- 
ioration of symptoms. 

Tuberculosis —Overholt’® and Dolley™* give the 
following indications for resection in pulmonary tuber- 
culosis: (1) associated suppuration, (2) failure of 
thoracoplasty, (3) predicted thoracoplasty failure, (4) 
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preservation of function, and (5) selection as the op- 
eration of choice. 

Nine of ten cases which I recently treated had as 
their indication for resection, predicted thoracoplasty 
failure. This term includes those cases in which thora- 
coplasty is either contraindicated or offers less chance 
of control of the disease than resection. Such condi- 
tions include tuberculoma, associated suppuration, high- 
gtade bronchial stenosis, cavities distributed in both 
upper and basal portions of the lungs, basal disease, and 
giant cavities. Of the ten resections, there have been no 
deaths, and 80 per cent have remained negative. 

NEOPLASTIC DISEASES 

Oniy 30 to 35 per cent'*® of cases of lung neo- 
plasm are actually resectable, and one-half of these re- 
sections are classified as palliative rather than curative 
because of the extent of the lesion. Therefore, it is 
imperative that diagnosis and evaluation of lung tumor 
be offered at the earliest possible date. 

Irrespective of whether clinical symptoms are 
present, bronchoscopy’*'* should be performed to ob- 
tain tissue for biopsy and to rule out involvement of 
the main bronchus in its proximal portion. Further 
examination should evaluate any indirect evidence of 
mediastinal involvement such as compression or fixa- 
tion of the lower trachea or main bronchus, widening 
or fixation of the carina, and/or paralysis of one vocal 
cord. A positive finding is of great significance, but a 
negative finding in bronchoscopy or failure to find 
malignancy in either a biopsy or in bronchial secretions 
does not rule out the possibility of carcinoma. In some 
suspicious cases, repeated bronchoscopic examinations 
are indicated in an attempt to obtain cytologic con- 
firmation.*® 

I feel that the contraindications for resection of 
lung tumors are actually more important to the surgeon 
than the indications. The contraindications are paraly- 
sis of a vocal cord, particularly the left, any disturbance 
in the contour of the trachea, widening of the angle of 
bifurcation of the trachea, interference with free move- 
ment of the carina, encroachment of any of the bron- 
chial subdivisions and deformity, fixity, or rigidity of 
the main bronchi, evidence of metastasis or bones or 
remote organs, and pleural fluid. 

Lung tumors are enigmatic lesions with puzzling 
behavior. Frequently it is necessary for those faced 
with a questionable diagnosis, particularly for those 
who demand absolute proof of the presence of the le- 
sion, to ask the question, “Will my patient pay with his 
life if I advise a wait-and-see policy ?” This is one time 
I do not advise hesitation—it’s later than you think! 
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The Causes of Bleeding During Pregnancy 


F. E. HECKER, D.O., F.A.C.O.S. 


Milwaukee 


The purpose of presenting this paper to surgeons 
is to recall some of the reasons for bleeding in preg- 
nancy and to review the factors behind this occurrence 
which to your pregnant patient is a prime disaster. 
Many approach the situation with a lessened regard 
for its cause and a sharpened interest in its treatment. 
Of course, we are chiefly concerned with treatment, but 
it is certain that a more astute recognition of the under- 
lying cause may do much to facilitate the efficiency of 
treatment. 

When a woman presents herself with symptoms 
of abnormal bleeding the first search must be, if she 
is in the reproductive age, for symptoms and signs of 
pregnancy. Many women who become alarmed by 
what they believe to be an abnormal menstrual cycle 
in reality may be suffering an abortion early in the 
first trimester of pregnancy. History, symptomatic 
diagnosis, and the various biologic tests for pregnancy 
should be used to eliminate this possibility. 


Cervical Erosion and Cervical Polyps.— 

In early pregnancy, and indeed sometimes in late 
pregnancy, bleeding may be either incidental to or 
caused by the reproductive factor. Cervical erosion is 
one of the conditions incidental to pregnancy which 
ordinarily do not cause abortion. Cervical erosions 
can and do bleed during pregnancy, especially in the 
early stages when a congestive increase in circulation 
occurs in the cervix. Many patients with vaginal bleed- 


ing in the first trimester have been unnecessarily in- 
capacitated because of failure to recognize this simple 
cause. 


Cervical polyps bleed as easily during pregnancy 
as otherwise but are often overlooked as a cause of 
bleeding in the pregnant patient. How much simpler 
treatment might be if the physician remembered these 
two causes of bleeding and examined the patient to see 
if they exist. How often has a pregnant woman, with- 
out examination, had prescribed bed rest, progesterone, 
sedatives, and other treatment without first eliminating 
either of these causes? How many families have been 
caused serious emotional stress, financial burden, and 
unnecessary fear because a physician failed to diagnose 
either of these conditions which ordinarily will not 
cause abortion ? 


Fibroid and Cancer.— 

More serious disorders which result in bleeding 
incidental to pregnancy are fibroids and cancer. The 
fibroid causing bleeding is usually of the submucous 
variety. It may be accompanied by larger intramural 
growths which often confuse the examiner as to the 
exact size of the uterus and the exact stage of the 
pregnancy. I know of no accurate method of determin- 
ing whether the fibroids are bleeding in the presence 
of an undisturbed pregnancy or are the cause of abor- 
tion. However, knowledge of their presence and a 
careful evaluation of their effect results in skillful 
avoidance of difficulty if they are bleeding in the pres- 
ence of an undisturbed pregnancy. If they appear to 
be causing abortion, considerate evaluation of the prog- 
ress and of the necessity for interference is the pro- 
cedure. Many pregnancies in the presence of fibroids 
and bleeding have been successfully concluded at term. 


Cancer of the cervix may be present in pregnancy 
although, fortunately, rarely. It is easy to overlook it 
entirely, and only careful examination will reveal it in 
its beginning stages. Any suspicion of cervical carci- 
noma warrants a Papanicolaou smear test and/or biop- 
sy. Both these procedures can be done without endan- 
gering the patient or causing abortion. Finding one 
positive reaction makes the performance of many 
negative tests worth while. 

Endocrine Disturbances.—It is well established, 
although not completely understood, that endocrine 
disturbances may cause bleeding during pregnancy. 
Perhaps chief among these is thyroid imbalance. It 
should be noted that disturbance of the thyroid may 
cause habitual abortion, and such a history should lead 
the physician to suspect this gland and eliminate any 
pathologic condition which might cause abortion. 

Ovum Abnormalities —Abnormalities of the ovum 
may be responsible for uterine bleeding early in preg- 
nancy. Some research has been done to point out that 
delays in fertilization of the ovum may result in ab- 
normal implantation and resulting physiologic deficien- 
cy which ends in hemorrhage very early in pregnancy. 
Such hemorrhage may very easily be misinterpreted as 
being a normal menstrual cycle. 

Pelvic Conditions.— 

Structural and circulatory deficiencies of the pelvic 
viscera may be a factor. Severe incarcerated retrover- 
sion or prolapse with resultant congestive abnormality 
may cause endometrial bleeding and eventual abortion. 
Awareness of these structural defects, concern for 
them, and proper management form a_ prophylactic 
program which may prevent abortion, 

Naturally, any pelvic inflammatory disease during 
pregnancy may be a factor in abortion. Endometritis 
may result in a diseased placental structure ; oophoritis 
and salpingitis may result in bleeding and abortion. 

Criminal Abortion.—It is estimated that 25 per 
cent of all abortions are criminal, and criminal abortion 
must not be overlooked as a possible cause of bleeding 
in the early or even in the late months of pregnancy. 
Isolating instrumental interference as a cause may con- 
siderably increase the efficiency of the treatment in- 
stituted. 

Syphilis.—Syphilis may cause bleeding and abor- 
tion either early in pregnancy or, more frequently, in 
the second trimester. Early syphilis is more likely to 
do damage when coincident with pregnancy. The path- 
ologic mechanism in syphilis is the avascularity of the 
developing chorionic villi. 

Rh Factor.—The Rh factor infrequently plays a 
part in causing bleeding and abortion. In about 13 per 
cent of all marriages the husband’s blood is Rh positive 
while the wife’s is Rh negative. In about 10 per cent 
of all births the mother’s blood is Rh negative and the 
infant’s Rh positive. It is true that in only a small 
number of these, probably 1 in 25, will abnormality 
result, but the possibility must, nevertheless, be con- 
sidered.* 

Hydatid Mole.—In the early months of pregnancy 
intermittent hemorrhages may result from that obstetric 
oddity, hydatid mole. The pathologic picture is typical 
and the grapelike bunches of dropsical degeneration of 
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chorionic villi once seen are unmistakable. The condi- 
tion is believed to derive from a pathologic ovum. 
Usually there is no evidence of a fetus.* Early diag- 
nosis of this cause of bleeding is a lifesaving procedure. 

Ectopic Pregnancy.—Ectopic pregnancy, tubal, 
ovarian, or abdominal, may cause abnormal bleeding. 
Bleeding may be external in the form of spotting or 
internal due to rupture of the ectopic formation and 
hemorrhage into the abdominal cavity. It is extremely 
difficult to diagnose an ectopic gestation before its 
rupture, but it must be constantly remembered as a 
cause of antepartum bleeding. Particular attention must 
be given to those instances in which rupture has oc- 
curred intra-abdominally and bleeding has then limited 
itself because of quick coagulation and localized pres- 
sure hemostasis. Bleeding irregularities will then occur 
which are most difficult to diagnose. 

Anticoagulants.—A very rare cause of bleeding 
is the use of anticoagulants for a disease process coex- 
isting with pregnancy. Recent reports® indicate this as 
a cause in several cases. 

Placenta Praevia.— 

One of the two main causes of antepartum bleed- 
ing is placenta praevia. This condition occurs chiefly in 
the last trimester of pregnancy. 

The development of the placenta, in part or in its 
entirety within the zone of dilatation of the uterus, 
presents one of the most dramatic hazards of the last 
trimester of pregnancy. Why does it occur? Much 
has been written concerning the causes of this condi- 
tion; outstanding are endometritis and multiparity. 
The multiparous woman is naturally subject, because 
of her exposure to infections, operations, abortions, or 
puerperiums, to a greater incidence of endometrial 
inflammation than is the primipara. Statistics vary, 
but authorities believe the incidence to be from six to 
thirty times greater in multiparas than in primiparas. 

In placenta praevia the rather thin, greatly en- 
larged placenta indicates, doubtlessly, nature’s efforts 
to obtain adequate blood supply for the growing em- 
bryo. If the nutritional power of the supporting organ 
is not great, the chorionic villi hypertrophy and spread 
to receive adequate nutrition. The high percentage of 
placenta praevia at the birth of twins and the increased 
size of the placenta in multiparous women would seem 
to give credence to this statement. 

Mechanical factors cause the greater part of the 
hemorrhage associated with this condition. In the lat- 
ter weeks of pregnancy, the lower uterine segment 
becomes thinned out and the cervix becomes effaced 
and dilated to some degree. As a result of this stretch- 
ing mechanism, the placenta is partially torn from its 

attachments with resulting hemorrhage. Other me- 
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chanical factors include unwarranted, repeated, or vig- 
orous pelvic or rectal examinations and coitus. 

It has been noted that toxemia is present in many 
cases of placenta praevia, and a close observation of 
patients with the toxic symptoms of high blood pres- 
sure and albuminuria may reveal this phenomenon and 
forewarn the physician. 

Abruptio Placentae.— 

* The other most important cause of antepartum 
bleeding, which also usually occurs in the third trimes- 
ter, is abruptio placentae. In abruptio placentae or 
accidental hemorrhage, bleeding arises from premature 
detachment of the placenta from its normal position in 
the upper uterine segment.**® The causes for this ab- 
normality may be nontoxic or toxic. Nontoxic fac- 
tors are trauma, excessive intrauterine pressure as in 
polyhydramnios or multiple pregnancies, and abnor- 
malities of placental development. It is obvious that 
trauma or great distention of the uterus in polyhy- 
dramnios or multiple pregnancies may mechanically 
loosen a placental attachment and cause hemorrhage. 
Degenerative changes in placenta or placental site may 
also result in disruption of this attachment. 

In abruptio placentae caused by toxic manifesta- 
tions, the pathologic condition is primarily that of an 
acute degenerative arteriolitis which leads to necrosis 
of the decidua beneath the placenta. Hemorrhage fol- 
lows. 


An even more serious type of abruptio placenta 
is- the so-called Couvelaire uterus, or uteroplacentae 
apoplexy, which results in intrauterine hemorrhages 
which decrease and destroy the efficiency of the pla- 
cental attachment. 

Differences in the type of hemorrhage in placenta 
praevia and abruptio placentae should be kept in mind 
to aid in differentiation. The hemorrhage of placenta 
praevia is silent, external, painless, and often multiple. 
The first hemorrhage is usually mild, and the next 
progressively more severe. The signs are those of 
anemia in its various stages. In abruptio placentae the 
course is stormy. Hemorrhage is both internal and 
external and is accompanied by severe uterine pain. 
Hemorrhage is single, and signs of anemia are more 
serious than the external blood loss would indicate. 
In about half the cases toxemia will be evident. The 
uterus is tender; the fetus may be dead. 

CONCLUSIONS 

Bleeding in pregnancy is a prime disaster and 
leads the list as a cause of death. Whether the hemor- 
rhage merely inconveniences the patient or whether 
it endangers her life, it deserves careful, cautious, ac- 
curate investigation to determine its cause. 
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Evaluation of Surgery for Peptic Ulcer 


WARREN H. TAVENER, D.O., F.A.C.O.S. 
Flint, Mich. 


There are two main long-range complications of 
gastric surgery for peptic ulcer. They are the so-called 
dumping syndrome and gastrojejunal ulceration. A 
third complication, but of minor importance, is failure 
to gain weight and associated disturbances of bowel 
function. No mention will be made of immediate post- 
operative complications such as fistulas or hemorrhage. 


The three surgical approaches to peptic ulcer are: 
(1) partial or subtotal gastrectomy, (2) vagotomy with 
or without gastroenterostomy or gastrectomy, and (3) 
gastroenterostomy. In addition to discussing peptic 
ulcer and its management and complications, I will 
make a comparison of the percentages of occurrence of 
complications in the surgical procedures mentioned 
above. I will suggest methods for prevention of these 
complications and mention treatments, if complications 
should arise. 

In the space allotted to this subject, it is impossible 
to go into the indications for gastric surgery. All the 
figures given and conclusions made are of course 
predicated on the assumption that the patient is well 
prepared for surgery. It should not be necessary to 
emphasize that gastric surgery requires the most 
meticulous preoperative preparation, special care being 
devoted to electrolyte and fluid balance. No further 
mention will be made of this important aspect. 

Emphasis will be placed on: evaluation of the 
various methods of gastric resection, since, statistically, 
these procedures have much better long-range results 
and fewer proved complications than either vagotomy 
or gastroenterostomy. Some comparison will be made 
between the Billroth I type of gastrectomy and some 
of the modifications of the Billroth II. 

There are fewer indications for gastroenterostomy 
than for either of the other two procedures although 
gastroenterostomy still has a definite place in the treat- 
ment of the peptic ulcer patient. It has proved to be a 
procedure which can be safely carried out, particularly 
on the bad risk patient. The main complication of 
gastroenterostomy is stomal ulcer which occurs in ap- 
proximately 20 to 25 per cent of cases. However, 
gastroenterostomy may be carried out safely without 
too much fear of this complication in the older indi- 
vidual who has a low gastric acidity and considerable 
pyloric obstruction. In the debilitated patient with 
gastric obstruction, gastroenterostomy may be indicated 
as a temporary procedure, thus allowing the patient to 
improve sufficiently so that a gastric resection may be 
undertaken more safely at a later date. Therefore, in 
most instances, gastroenterostomy should be considered 
as a compromise procedure. 

The procedure of vagotomy alone enjoyed some 
popularity a few years ago. Later gastroenterostomy 
was performed in addition to vagotomy because the 
vagus resection caused a spasm of the pylorus and 
gastric retention due to gastric atony. After years of 
experimentation and clinical research the results were 
improved but they could not compare with those of 
partial gastrectomy. Therefore, for the most part 
vagotomy has been eliminated from the surgical treat- 
ment of peptic ulcer. 

In view of the present knowledge of gastric sur- 
gery, recurrent stomal ulcer following conventional 


gastric resection or gastroenterostomy for the bad risk 
patient appears to be the indication for vagotomy.’* 
Vagotomy has been advocated by several authors in 
addition to either hemigastrectomy or the conventional 
three-fourths or four-fifths partial gastrectomy. It has 
been the conclusion of other authors‘ that this is of 
no value. Still others’ believe that the addition of 
vagotomy to conventional gastrectomy is definitely 
harmful and that the increase in postoperative compli- 
cations does not warrant such a procedure. Therefore, 
it is my conclusion that nothing is to be gained by the 
addition of subdiaphragmatic vagotomy to a_ well- 
performed gastric resection. In my opinion it should 
not be done. Vagotomy, then, is reserved for recurrent 
ulcer following a well-performed gastric resection. 
This should be attempted before converting a subtotal 
into a total gastric resection. 


There are two general methods for re-establish- 
ment of gastrointestinal continuity after resection of 
the distal portion of the stomach. These are the Billroth 
I operation and its modifications in which the stomach 
stump is anastomosed to the duodenum, and the other 
is the Billroth IIT operation or any of its modifications 
in which the gastric stump is anastomosed to some 
portion of the jejunum. At the present time the great 
percentage of modern surgeons prefer the Billroth IT 
type of gastric resection.*. However, more and more 
articles have appeared recently which advocate the 
Billroth I. These will be discussed later along with 
their advantages. 

After perusing the literature’ it appears that 
approximately 90 to 95 per cent of gastrectomy pa- 
tients should be well pleased or at least have a satis- 
factory result. The so-called dumping syndrome should 
not appear in more than 2 to 5 per cent."*"* The chief 
cause of operative failure in gastrectomy is the sequel 
of jejunal or stomal ulceration. This complication 
should not be over approximately 3 per cent.’7"* The 
dumping syndrome occurs earlier and perhaps more 
often than anastomotic ulcer, but for the most part this 
can be controlled if certain regimens are outlined for 
the patient. It is important to remember in evaluating 
results regarding anastomotic ulceration that, while the 
dumping syndrome occurs early, ulcer can delay in its 
occurrence as long as 25 years.’* Therefore, it is ob- 
vious that a long follow-up is necessary for accurate 
evaluation. 

Nearly all modern clinicians accept the idea that 
the most important factor in the occurrence of jejunal 
ulcer is the impingement of gastric juice on a relatively 
unprotected jejunal mucosa. Achlorydria is not essen- 
tial in obtaining a satisfactory result, though it must 
be noted that in none of the cases of proved marginal 
ulceration does achlorhydria exist.8 There has been 
experimental evidence to show that the more distal 
mucosal portion of the jejunum has less resistance to 
the effects of acid peptic mixture. A factor in this re- 
sistance may be that the shorter the proximal loop, the 
greater is the concentration of alkaline bile and pan- 
creatic juices to bathe and protect the anastomosis. 
This is the reason Wangensteen’® has been quite ada- 
mant in recommending a short jejunal loop. On the 
clinical side, however, the evidence is somewhat con- 
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flicting as to whether or not a short loop anastomosis 
is important in the prevention of jejunal ulcer after 
gastric resection. The amount of stomach removed is 
the more important factor. It is the conclusion that at 
least 75 to 80 per cent of the stomach should be re- 
moved, thereby removing not only the bulk of the 
ulcer-bearing organ and its secreting glands of the 
corpus but also the pyloric antrum. It is important to 
remove the pyloric antrum because this area of the 
gastric mucosa has the capacity to elaborate a sub- 
stance (gastrin} as the result of ingestion of food. 
Gastrin is absorbed into the blood stream and reaches 
the parietal cells and stimulates them to secrete hydro- 
chloric 


Several authors*® recommend a long anterior 
jejunal loop because of the greater ease of technical 
performance of the anastomosis and if jejunal ulcer 
occurs, surgical correction is much easier. However. 
if, as Wangensteen’® believes, the incidence of jejunal 
ulcer after the short loop anastomosis can be reduced 
to an almost negligible amount, then these arguments 
for a long loop anterior anastomosis are not justified. 
The evidence then suggests that the shorter the jejunal 
loop the less is the possibility of recurrent ulcer. 

The size of the opening seems to be another factor 
of importance. Mann and his associates?® suggested 
the mechanical or “jet effect” of a small stoma as a 
causative mechanism in the occurrence of jejunal 
ulcers. The acid contents of the stomach are suddenly 
expelled into the jejunum through a small anastomotic 
opening onto a less acid-resistant jejunal mucosa. A 
definite factor in the prevention of stomal ulcers is 
the reflux of the alkaline duodenal bile and pancreatic 
juice into the stomach for dilution of the gastric 
acidity. Therefore the larger the stomal opening, 
theoretically the greater should be the mixture of 
stomach and duodenal contents occurring, thereby ex- 
posing the nonacid-resistant jejunal mucosa to a more 
neutralized gastric mixture. A large opening, however, 
makes the patient much more prone to the dumping 
syndrome. This will be discussed later. I have per- 
formed stomach surgery on the theory that the opening 
into the jejunum need be no larger than the size of the 
lumen of the jejunum. I feel that the stomach opening 
should not allow any more food to pass along than the 
lumen of the jejunum can accept without undue disten- 
tion. I have found, as has Smith,’* that a gastrojejunal 
anastomosis approximately 2% cm. in diameter has 
caused the least distention. 


The so-called dumping syndrome is another im- 
portant complication of gastric surgery. A better name 
for this might be the early postgastrectomy syndrome. 
Fortunately, most of the cases are preventable, and if it 
should occur to a mild or severe degree, most of them 
can be controlled without further surgery. There are 
several theories pertaining to the etiology of the post- 
gastrectomy syndrome, all of which have good evidence 
to support them, but none of which has any real 
proof.?°**-2!-26 The symptoms of early postgastrectomy 
syndrome are most commonly epigastric distress or 
fullness, weakness, vertigo, and sweating in the order 
mentioned. There are all degrees of severity of this 
syndrome and, according to these authorities, the oc- 
currence varies from 0 to 75 per cent. In my cases 
I believe the rate is between 3 and 5 per cent, and 
that this is considered about normal. 

Sudden distention of the jejunum with a bulky 
meal is recognized by most authors as the immediate 
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cause of early postgastrectomy syndrome. Others ques- 
tion this physiology. It has been hypothesized’® that 
the mechanism producing the symptoms of this syn- 
drome is jejunal distention due to an outpouring of 
fluid by the jejunal wall in an attempt to dilute hyper- 
tonic fluid material which has been passed into the 
jejunum by a rapidly emptying stomach. It has also 
been observed that these symptoms may fail to occur 
if the energy expended by the jejunal diluting mech- 
anism is dissipated by production of an excessive 
hyperactive peristalsis. The meal is then dispersed 
rapidly throughout the small intestine, sometimes with 
resultant diarrhea. Patients who complain of a loose 
bowel movement 10 to 30 minutes following meals do 
not as a rule have dumping symptoms.’® It has been 
noted*1*17-23.25 that the foods most commonly asso- 
ciated with production of these symptoms are those 
of high osmotic potentials such as free sugar, ice 
cream, and cake with icing, especially when taken with 
liquids. Apparently the intake of liquids adds to the 
bulk, and thereby increases the dumping syndrome. 
These symptoms may be avoided in many patients by 
the simple expedient of having them avoid excessive 
liquids with their meals. Some patients have observed 
that an extra tablespoonful of food will bring on symp- 
toms of epigastric fullness or fainting. It may be their 
own natural regulation of the amount of food ingested 
which is the reason so many of these people fail to 
gain weight. 


Several observers’® noticed that if patients lay 
down just before eating, they could take a greater 
quantity of food without developing postgastrectomy 
distress. The same effect was noted if the patient vom- 
ited just prior to eating. They furthered their experi- 
ments with a mercury-filled bag in the afferent jejunal 
loop and found the same symptoms were produced. 
This seemed to indicate that if the afferent loop could 
be emptied just before a meal, the chances of the early 
syndrome occurring were very much reduced and as a 
consequence a larger meal could be taken. In the erect 
position the afferent loop was loaded with bile and 
pancreatic secretions and there seemed to be a kinking 
at the upper angle where it joined the lesser curvature 
of the stomach. This impeded the free emptying of the 
afferent loop. It seemed that the actual weight of the 
afferent loop was a factor in producing the early syn- 
drome and when the stomach was filled with food this 
further added to the kinking. Occasionally the writer’® 
found that it was the afferent loop which was dilated. 
This was especially true where there was a short loop 
with a retrocolic anastomosis and when the patient lay 
down, the kinking effect was reduced and the loop 
emptied itself. They further concluded then, that if the 
heavy filled afferent loop plus the weight of food 
brought on the attack, a more adequate support of 


_the afferent loop might be an answer to preventing or 


reducing early postgastrectomy syndrome. This was 
effected by bringing up the afferent loop and sutur- 
ing it to the rim of the peritoneum at the upper edge 
of the lesser omentum and left gastric artery stump. 
As a result Capper and Butler’® have advocated, in cor- 
rection of the severe early postgastrectomy syndrome, 
merely tacking the afferent loop up so that it may drain 
properly. Nothing more is done. The operation is 
undertaken if the symptoms can be brought on with a 
mercury-filled bag in the afferent loop. At the time of 
their writing, eight cases had been so treated and seven 
were cured. This seems to me a quite logical explana- 
tion and I have been making a concerted effort to see 
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that the afferent loop hangs in such a manner that it 
may empty without difficulty. 

There are a few patients who develop vertigo and 
other vasomotor symptoms 2 or 3 hours after meals. 
This group of symptoms is termed the late post- 
gastrectomy syndrome'™** and seems to be a dis- 
turbance of the carbohydrate metabolism in which the 
glucose-regulating mechanism of the duodenum has 
been disturbed. Serial blood sugar determinations were 
made after meals and it was found that there was a 
sharp hyperglycemic rise followed by a rather sharp 
drop approaching hypoglycemic levels. The treatment 
of late postgastrectomy syndrome on this basis, then, is 
more food, rather than a limitation of food as in the 
early syndrome. Tanner®’ suggested that the term 
“dumping syndrome” be dropped since there is no di- 
rect evidence indicating that this is the cause of the 
syndrome. Rather than the usual small meal regimen, 
he suggested that the patient take bulky meals of fat 
and protein three times a day and that he eat until he 
feels bloated at each meal. He believes that by this 
means many patients increase their meal capacity in 
spite of discomfort for a few weeks. In his opinion, 
frequent small meals prolong disability in this problem. 

It might be well to mention retrocolic short loop 
gastrectomy. The shortest possible loop of the jejunum 
can be used in this type of gastrectomy. If the recom- 
mendation for the short jejunal loop is correct, then a 
no-loop or short-loop retrocolic gastric resection would 
be ideal. However, it has several drawbacks: (1) There 
is danger of disturbing the blood supply of the trans- 
verse colon; (2) there is some distortion of the suture 
line in the obese patient; and (3). difficulty is encoun- 
tered if further surgery is required. 

Many authors***' favor gastroduodenostomy or 
a Billroth I type of gastrectomy. They state that it has 
certain advantages in that it is more anatomic, that is, 
the stomach acid is poured into the duodenum which is 
more prepared for receiving it than is the jejunum. 
Some claim it is technically easier to perform since it 
is carried out in the supracolic compartment. There is 
no disturbance of the transverse colon, and the duo- 
denal stump is more secure since there is no back 
pressure possible in this area. However, many objec- 
tions have been raised to this technic,’® namely, that it 
is technically more difficult than a gastrojejunostomy, 
that insufficient stomach is resected, that the reflux 
beneficial alkaline duodenal contents are less than after 
a gastrojejunostomy, and that complete mobilization of 
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the duodenum has a tendency to create duodenal ileus. 
The objection that too little stomach is removed can 
be answered if the decision to perform a gastroduo- 
denostomy is left until after the desired amount of 
stomach is removed. Then the decision can be made 
as to whether the stomach can be brought down to the 
duodenum without tension. It is only simple logic that 
in a given case with a badly scarred duodenum from 
previous perforation, this operation is not practical. 
Therefore, it is my conclusion that the Billroth I type 
of operation might have slightly fewer dumping symp- 
toms, but otherwise it has no particular advantages and 
may be reserved for certain cases of gastric ulceration. 
SUMMARY AND CONCLUSIONS 

1. A 75 to 80 per cent gastric resection should be 
performed, removing essentially all of the lesser curva- 
ture and at least three-fifths of the greater curvature. 

2. All of the pyloric antrum and pylorus and a 
small ring of duodenum should be resected. 

3. The choice of the shortest afferent loop prac- 
tical to use in each individual case is recommended. 

4. The afferent loop should be adequately sup- 
ported to the peritoneal fringe of the gastrohepatic 
omentum for good drainage. 

5. The best results with few complications are ob- 
tained with an anastomosis opening of 2% cm. di- 
ameter. 

6. The dumping syndrome should not occur in 
more than 4 to 5 per cent of cases, and it usually can 
be controlled with small low carbohydrate meals or by 
lying down before meals. 

7. Gastroenterostomy still has a definite place in 
the treatment of peptic ulcer but is a compromise pro- 
cedure and should be reserved for the poor risk patient 
with low gastric acidity. 

8. Vagotomy adds nothing to a well-performed 
gastric resection and in fact should not be done. 

9. Vagotomy should be used only in recurrent 
stomal ulcer and should be attempted before turning a 
subtotal into a total gastrectomy. 

10. The Billroth I or gastroduodenostomy may 
have some advantages in gastric ulcer but otherwise 
has no advantage over the gastrojejunostomy. 

In conclusion, I might add there can be no blanket 
statement regarding the type of gastric resection that 
should be used. It will have to be fitted to each indi- 
vidual case. 


513 Garland St. 
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Surgery of the Pancreas 


J. N. STEWART, D.O. 
Dallas, Tex. 


The treatment of malignant tumors in and about 
the head of the pancreas is a challenge to all abdominal 
surgeons. 


In 1935 a great contribution was made to this field 
when Whipple and his coworkers’ reported a succesful 
radical operation for carcinoma of the papilla of Vater. 
Later Brunschwig? performed pancreatoduodenectomy 
for carcinoma of the head of the pancreas. Since then, 
many pancreatoduodenectomies have been performed 
and cures have been reported* when the indications for 
pancreatoduodenectomy was carcinoma of the papilla 
of Vater. However, reports of 5-year cures have been 
very few when pancreatoduodenectomy was performed 
for carcinoma of the head of the pancreas. 

PROGNOSIS OF VARIOUS RESECTIONS 

Many surgeons have abandoned pancreatoduo- 
denectomy for malignant conditions of the head of the 
pancreas because of its poor prognosis. However, re- 
cently evidence has been presented to justify radical 
treatment of carcinoma of the head of the pancreas. 
Cliffton* reported an operative mortality for palliative 
surgery, such as cholecystogastrostomy, choledochogas- 
trostomy, cholecystoduodenostomy or cholecystojeju- 
nostomy, of 38 per cent as compared to a mortality of 
33.3 per cent following pancreatoduodenectomy. The 
average survival was 5.4 months after palliative pro- 
cedures and 2.5 years after resection. Brintnall® agreed 
with this as he found resection of the head of the pan- 
creas for cancer to be of greater palliative benefit than 
operations which merely divert the biliary flow. In both 
types of operation, the lesions were thought to be lo- 
calized in the immediate pancreatic area. It is Waugh’s 


belief® that radical resection should be performed be- . 


cause of the possibility that a pathologic examination 
might indicate that the carcinoma originated in the 
papilla of Vater. 

Although it may be beneficial to perform resection 
in pancreatic carcinoma, it is well to consider several 
factors that are largely responsible for the poor prog- 
nosis accompanying this procedure. 

1. Icterus, so often the physical sign leading to 
correct diagnosis, appears late in the course of the dis- 
ease when the carcinoma starts in the head of the 
pancreas. It takes time for the growth to encroach on 
the biliary tract. 

2. Miller and Clagett’ reported finding carcinoma 


of the pancreatic head impinged on the major vessels 
of the portal region in 37 per cent of cases observed. 
This may account for early metastasis to the liver by 
way of the blood stream. 

3. Drapiewski® emphasized the tendency of pan- 
creatic carcinoma toward extensive invasion of the 
perineural lymphatics of the pancreatoduodenal region. 

4. In addition, the transected end of the common 
bile duct is often infiltrated with carcinomatous cells 
via the lymphatics. 

Almost the reverse of all of these factors is true 
in carcinoma of the papilla of Vater, which accounts 
for attaining better results in this condition. 


DIAGNOSIS OF CARCINOMA OF PANCREAS 


Owing to the extensive spread of carcinoma of the 
head of the pancreas, we must strive for earlier diag- 
nosis of this condition. In the early stages of the dis- 
ease, symptoms are rather obscure. Men are affected 
more commonly than women, the ratio being about 2 
to 1. It is a disease of middle life, two thirds of the 
patients being from 40 to 60 years of age. Pain is one 
of the most common symptoms. The statement that 
malignancy of the pancreas is characterized by painless 
jaundice is more fiction than fact. Early in the disease 
pain is spasmodic in type, is located in the epigastrium, 
and is aggravated by ingestion of food. Pain is usually 
increased when the patient is in the supine position, 
and it may be relieved when the patient leans forward 
or is in the erect position. 

Weight loss is the most consistent symptom and is 
rapid and severe. Fatigue is an early symptom of 
carcinoma of the pancreas but is less pronounced in 
carcinoma of the papilla of Vater. Anorexia, nausea, 
vomiting, and constipation are common digestive symp- 
toms present in pancreatic carcinoma. 

Jaundice is a common finding, and Cattell and 
Warren® reported that it occurred in all but three of 
eighty-eight resectable cases of carcinoma of the head 
of the pancreas and periampullary area. 

The liver, which is not tender to palpation, is 
usually enlarged. The gallbladder may be palpable and 
is usually located in a position more lateral than normal, 
since it projects to the right when it distends. A pal- 
pable mass found in the pancreatic area usually means 
the lesion is of long standing and inoperable. 
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Anemia is usually a late manifestation of the dis- 
ease. Hyperbilirubinemia is generally present to some 
degree and may be of diagnostic value before jaundice 
is detected. Steatorrhea is usually a late symptom and 
as a rule means that total obstruction of the pancreatic 
ducts has taken place. There is no significant change in 
the serum lipase or amylase levels in carcinoma of the 
head of the pancreas. Cytologic examination of the 
duodenal contents appears to have much merit.’° 

Roentgenologic evidence of carcinoma of the pan- 
creas must depend on distortion, displacement, or inva- 
sion of the adjacent viscera. Miller and Clagett’ made 
roentgenologic studies of the stomach and duodenum 
in all cases suspected of having carcinoma of the pan- 
creatic head. Roentgenograms demonstrated the lesion 
in one third of the cases that at operation proved to be 
malignant. 

PREOPERATIVE CONSIDERATIONS 

When the diagnosis has been made and pancre- 
atoduodenectomy is the planned procedure, considera- 
tion must first be given to the following problems: 

1. How must the biliary secretion be shunted into 
the intestinal tract ? 

2. Should the remaining part of the pancreas and 
pancreatic duct be closed or should it be anastomosed 
to the intestines ? 

There is general agreement that a choledochoje- 
junostomy is the procedure of choice for shunting of 
the biliary secretion. When the gallbladder is anasto- 
mosed to the jejunum, there is greater increase in 
ascending biliary tract infections than when the com- 
mon bile duct is anastomosed to the jejunum. Another 
drawback to cholecystojejunostomy is that the common 
duct must be closed separately and that its stump may 
later open. In the latter case, a fistula or biliary cyst 
would be the outcome. It also is thought that a stenosis 
more readily forms when the gallbladder is anastamosed 
to the jejunum. 

Controversy exists over disposition of the pan- 
creatic stump. Brunschwig™ is in favor of closing the 
pancreatic stump and believes it offers no hazard to 
the patient. However, a great number of authorities 
do not agree with Brunschwig. 

TECHNIC 

The following is a description of the pancreato- 
duodenectomy technic which I most recently used: 

1. A right paramedian incision was made extend- 
ing from a position lateral to the xiphoid process in- 
feriorly to a point lateral to the umbilicus. 

2. The common duct was isolated and severed at 
a point superior to the duodenum. Both ends were 
held closed by a thin-jawed hemostat. 

3. The second portion of the duodenum and the 
head of the pancreas were mobilized medially by using 
Kocher’s method of incising the peritoneum lateral to 
the duodenum. 
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4. The gastroduodenal artery was clamped, sev- 
ered, and ligated. 

5. The stomach was severed at its lower third 
between intestinal clamps. 

6. The jejunum was incised between intestinal 
clamps several inches distal to the ligament of Treitz. 

7. The pancreas was mobilized from the superior 
mesenteric and portal vessels. 

8. The pancreas was severed at its neck. 

9. The lower end of the stomach, duodenum, head 
of the pancreas, and the lower end of the common duct 
were removed en masse. 

10. The stump of the jejunum was then sutured 
over the invaginated cut end of the pancreas using two 
rows of sutures. 

11. The common duct and jejunum were anas- 
tomosed a short distance from the pancreatojejunal 
anastomosis. 

12. A side to end anastomosis was used to join 
the jejunum and the incised end of the stomach, 

13. A cigarette drain was placed between the 
choledochojejunostomy and the pancreatojejunostomy 
and was brought out through a stab wound. 

COMMENT 

It is evident from the material presented that 
radical pancreatoduodenectomy is the most favored 
surgical treatment for carcinoma of the pancreas. It 
has been pointed out that this surgical procedure offers 
much more chance of a cure when the lesion originates 
in the papilla of Vater than if the tumor begins in the 
head of the pancreas. However, radical modifications 
of pancreatoduodenectomy in hope of increasing the life 
span of patients with pancreatic cancer are being re- 
ported. For example, McDermott"? recently reported a 
case in which he performed pancreatoduodenectomy 
and with this procedure partially resected the portal, 
splenic, and superior mesenteric veins and then anasto- 
mosed the superior mesenteric vein to the inferior vena 
cava. The excision of these portal veins enabled him to 
remove a much larger block of tissue, and he hopes, 
thereby, to increase the curability rate of this disease. 
Until sufficient records are available to permit stand- 
ardization of technic and to study the effect of the Eck 
fistula produced, the operative mortality rate, and the 
average number of years of survival in this particular 
technic, pancreatoduodenectomy should be depended 
upon in most cases that are resectable. 

SUMMARY 

The indications for and probable outcome of 
radical resection of the pancreatic head and duodenum 
are discussed. The importance of early diagnosis and 
factors related to the often poor prognosis are listed. 
The technic for pancreatoduodenectomy is outlined and 
comments made as to the possible future surgical ap- 
proach to carcinoma of the pancreas. 
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Brain Tumors 
K. GROSVENOR BAILEY, A.B., D.O., F.A.C.N., F.A.C.0.S. 


In order that the patient with nervous system dis- 
ease be safeguarded, it is very important that he alert 
himself to signs and symptoms of changes in the body 
and mind. Recognition of these will then enable him 
to see his physictan, who will use every means at his 
disposal to make an accurate diagnosis in time to do the 
patient some good. In 1911 the first dozen patients 
with brain tumors seen by an Eastern neurosurgeon’ 
were blind. He wondered whether he would ever see a 
brain tumor patient who was not blind. At present 
people are eager to go to the physician’s office for the 
latest information which will help them fight against 
disabling illnesses, some of which are due to brain 
tumors. 

DIAGNOSIS 

Below are twelve simple rules which I ask my pa- 
tients to follow. With these rules they can beat me to 
a working diagnosis of brain tumor. 

1. Shake hands. If either grip is actually weaker than 
usual without obvious cause, see your doctor. 

2. Walk. If you stumble, weave, or lurch and have no 
reason to, see your doctor. 

3. Smile, frown, close and open your eyes and look in all 
directions without turning your head. If you are unable to do 
this, see your doctor. 

4. Listen to your watch ticking. If you cannot hear it 
with one ear as well as the other at the same distance and if 
you are not already deaf from a known cause, see your doctor. 

5. Stare straight ahead. If, without moving your head or 
eyes, you can’t see your own hands when your arms are out- 
stretched to the side at shoulder level or at a 45-degree angle 
above and below it, see your doctor. 

6. Stand up and close your eyes. Ii it is difficult for you 
to keep your balance without touching anything to steady you 
or if you cannot find your nose with your index finger, see your 
doctor. 

7. Smell and taste. If you don’t have a cold or some other 
known reason and are unable to identify odors or tastes, see 
your doctor. 

8. Feel a key and a coin with your eyes closed. Test each 
hand. If you can’t instantly tell the difference, see your doctor. 

9. Sit down and scrape your thumb nail from heel to toe 
on the outside of the sole of your bare foot. If the big toe 
sticks up instead of remaining down with the others, see your 
doctor. 

10. If you have unexplained headaches, fits or spells, dizzi- 
ness, vomiting, pain or weakness or jerking of the muscles on 
one side of your body, see your doctor. 

11. Jf you are unusually irritable or nervous, if you can’t 
think as well as usual, or if you are having trouble with your 
memory, speech, or feelings not accounted for by correctable 
situations in your environment, see your doctor. 

12. If your doctor finds one of your eyes almost insensi- 
tive to a wisp of cotton, if he examines your eyes and finds 
swelling in the nerve or changes in the blood vessels, or if he 
finds arm, leg, and ankle reflexes unequal on either side of the 
body, see him regularly and follow his advice. 

Hippocrates,? the great Greek physician who 
taught and practiced 400 years B.C., said, ‘“‘Men’s heads 
are by no means all alike to one another,” but fortu- 
nately they are so much alike that through the universal 
language of anatomy, internists and surgeons can inter- 
pret the syllables of pain, of fits, of paralysis, of numb- 
ness and all the troubles that go with it, which through 
centuries of search and research have, by all the phi- 
losophers, scientists, clinicians, and the chronic or 
acutely ill, been spelled out into words such as polio, 
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heart disease, arthritis, allergy, stroke, cancer, and 
brain tumor. 

* Today, in fact, it is a matter of neurologic routine 
to trace symptoms to their source in the brain or spinal 
cord or frequently to the protective coverings such as 
the skull and the spine where lesions due to mechanical 
stresses often give the osteopathic clinician clues which 
cannot be measured by pulse rate, temperature, or 
blood pressure readings. 

Any one or any combination of the twelve rules 
above may call early attention to a brain tumor which 
otherwise would be missed until by its nature, size, or 
location it had destroyed the delicate automatic or pur- 
poseful functions of the brain or caused death. 

Different animal species develop different tumors ;* 
for instance, mice have breast cancer but cows do not; 
tar causes skin cancer in mice but not in rats; tumor 
of the brain is hardly ever found in animals but is 
very common in man. In fact, while there is still much 
to be learned about the causes and cures of brain tu- 
mors it is comforting to know that the life history of 
many space-occupying lesions of the brain and the 
spinal cord and their coverings has been well charted 
and is well known. Frequently the kind of tumor pres- 
ent can be recognized by the symptoms it causes and by 
its location revealed by cranial x-rays, air studies of 
the brain, x-ray studies of dye-carrying blood vessels, 
neurologic and Rorschach examinations, and the newer 
and still experimental uses of I***, and U**9.4-17 

The theory of embryonic rests and the theory of 
cellular autonomy each seem to hold promise of a rea- 
sonable answer to the question, “What makes a brain 
tumor?” Some cases have come to light following 
chronic irritation or an injury but, except for the 
meningioma group which sometimes seems to occur at 
the site of skull injury,’* biochemistry must be relied on 
for the answer. Biochemists have shown that neoplastic 
transformation of a tissue results when its cells acquire 
the ability to grow anaerobically with a fermentative 
type of metabolism.*® 


DIFFERENTIAL DIAGNOSIS 


It has been said, “The important thing is suspect- 
ing the tumor early—and then following that suspicion 
with all the diagnostic means at our command.”° Since 
a differential diagnosis must first be made, the im- 
portance of using every available means of diagnosis 
can readily be seen. 

E-xtradural hematoma** can be suspected with a 
fractured skull and torn artery, in the presence of a 
fixed and dilated pupil, contralateral weakness, and 
coma, and in the absence of blood in the spinal fluid. 
In this situation operation must be performed within 8 
hours. Subdural (acute or chronic) hematoma? shows 
more direct cortical irritation, increased intracranial 
pressure, and, usually, bloody spinal fluid. There is not 
necessarily a history of injury, and the blood is of 
venous origin. 

Subdural hygroma*® often simulates intracranial 
hemorrhage or hemorrhage into a brain tumor. Spon- 
taneous subarachnoid hemorrhage is so characteristic™* 
that diagnosis is easy following the sudden rupture of 
an aneurysm in the skull cavity, attended as it is by ex- 


404 


Volume 53 
Number 7 


cruciating headache of sudden onset without paralysis 
or fits, but with restless termination of all usual ac- 
tivities and inability to do anything but stay in bed 
under ineffectual sedation. Once the condition is diag- 
nosed, spinal puncture should be done and repeated as 
necessary. The best time to perform angiography in 
these cases is still debatable,?*:** but the process has its 
place in neurosurgical diagnosis. 

Cerebral edema secondary to concussion or alco- 
holic hydration should, from the history, cause no great 
diagnostic difficulty, but its diagnosis has been missed 
too often. Medical decompression, cautious use of 
spinal puncture, and a dry diet make up the conserva- 
tive treatment, but subtemporal decompression may be 
a successful last resort if a ventricular puncture 
through an occipital burr hole has first been made to 
reduce the intraventricular cerebrospinal fluid pressure. 

A space-taking lesion in the brain which must be 
differentiated from tumor is the brain abscess. When it 
follows the usual pattern of extension from an infected 
sinus or mastoid or a dirty wound of the scalp it is rea- 
sonably detectable. Since the advent of the sulfa drugs 
and antibiotics, brain abscess is not so common, I feel 
certain that a substantial number of deaths attributed 
to emboli may actually have been due to cerebral 
abscess from bacterial endocarditis associated with 
rheumatism or a congenital heart condition. Cardiolo- 
gists have told me that caution and antibiotic prophy- 
laxis should be used for cardiac patients on whom 
tonsillectomy or a dental extraction is to be performed. 
Stellate ganglion block is an early possibility in the 
right case. Some forty cases have been reported in the 
literature in which infected emboli were the cause of 
brain abscesses. I operated for this condition in a 13- 
year-old boy referred by Dr. J. M. Watson.?7 We made 
Pantopaque studies showing the location and extent, 
with a drain in situ. Subsequent aspiration evacuation 
was followed by recovery. Beller?’ says that “in each 
case of cerebral complication in congenital cardiac dis- 
ease air studies should be performed in order to rule 
out a space-occupying lesion. In most instances early 
recognition of the syndrome will permit surgical inter- 
vention with cure.” 

Chronic arachnoiditis, whether of traumatic or in- 
fectious origin and whether cystic or adhesive, can be 
confusing.*® Arachnoiditis in the vicinity of the optic 
chiasm and in the posterior fossa*® and the basal cis- 
terns is amenable to surgery. It must be differentiated 
from tumor. Depressed skull fractures*? should be 
identifiable if a proper history has been taken. Local- 
ized pressure can be identified as resulting from an 
osteoma of the skull if a tangential x-ray of the skull 
has been taken. The osteoma should be removed surgi- 
cally.** 

Meningoencephalitis should be thought of, espe- 
cially if, as in California this year, outbreaks of equine 
encephalomyelitis and poliomyelitis occur. Three pa- 
tients were treated recently in the Service of Neurology 
and Neurosurgery at the Los Angeles County Osteo- 
pathic Hospital; two cases simulated tumor but were 
encephalitis ; the third had all the symptoms of menin- 
goencephalitis and, at my request, the patient was thor- 
oughly studied and quarantined in the contagious dis- 
ease ward. The titers, smears, and cultures were incon- 
clusive. She was removed from the hospital to a pri- 
vate institution and, at surgery, inoperable cancer of 
the brain was found. 

Percival Bailey** has made some sage observations 
regarding differential diagnosis of intracranial tumors: 
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Whenever in these cases the blood pressure is high it is best 
to treat the patients as primary vascular lesions because crani- 
otomy in cases of hypertension usually ends in fatality from 
cerebral hemorrhage. . . . It has been demonstrated many times 
that lues of the brain, which has not responded to medical 
treatment may do so promptly after a craniotomy has been 
made .. . . operation is attended with a very small mortality 
provided it is made with local anesthesia. 

Finally, in arriving at a diagnosis it is necessary 
to rule out multiple sclerosis, hydatid cyst (usually in 
the foreign-born Greek), cortical atrophy due to 
arteriosclerosis or lead or other toxic encephalopa- 
thy, and, in children,** numerous possibilities. Familial 
amaurotic idiocy in five stages from about the age of 5 
to 8 years to death at about 18 ** runs the whole gamut 
of brain tumor symptomatology yet there is no tumor. 

MANAGEMENT 

On the basis of the foregoing it is easy to see why, 
if there are no obvious contraindications, I believe 
every uncertain brain case should be approached as 
though it were tumor because tumor can be diagnosed 
or ruled out, and, if a tumor is present, treatment can 
be started at once. 

After having ruled out all other probabilities and 
concluded that the lesion is a brain tumor, it is neces- 
sary to decide where it is, what kind it is, and the 
choice of treatment. 

Location of the brain tumor is determined by the 
objective and subjective neurologic examination,** by 
electroencephalography,*’ ophthalmoscopy,** ventricu- 
lography,*® and, possibly, arteriography.** 

The type of tumor will be determined by the his- 
tory of the progress of symptoms, by the location at 
which it is finally found, and, in some clinics, by the 
use of I'** or di-iodofluorescein.*° The age of the pa- 
tient is very important in diagnosis for in infants the 
enlarging head is a symptom; in children, vomiting ; in 
adults, the convulsive state,“ cerebrovascular accidents, 
and headache ;*? and, in all ages, failing vision. The 
age group is also an index to the probable tumor type ; 
for instance, a study of brain tumors found in the first 
60 days of life showed gliomas preponderating.** In 
children cerebellar astrocytomas and medulloblastomas 
are found in the subtentorial region. Twenty per cent 
of all tumors of the nervous system occur before the 
age of 21, the majority being primary to the cere- 
bellum.** 

Brain tumors occur most often in the 25- to 50- 
year group. With the exception of the small number 
(3 per cent) of metastatic tumors of the brain which 
may occur anywhere, certain areas are sites of predilec- 
tion for certain tumor types. For instance, benign 
meningiomas stem from the points at which the dura 
is attached to the skull, and thus are frequently sagittal, 
basal, or near the olfactory groove.***® 

Indicative of disturbance at the area of the optic 
chiasm and the diaphragma sellae are glandular syn- 
dromes, including the thirst and polyuria of diabetes 
insipidus ; the asthenia of tuberculosis, with which an 
inoperable tuberculoma may be related ; and, associated 
with eosinophilic adenomas, the well-known syndrome 
of gigantism in the ages before the epiphyses have 
closed and acromegaly afterwards ; and Cushing’s syn- 
drome which is diagnostic of basophilic adenoma (al- 
though it is often more adrenal than hypophysial). 
Also indicative of such disturbance are intracranial 
pressure symptoms and the characteristically ballooned 
sella seen on the lateral survey film of the skull, and 
the Rathke’s pouch tumor which is distinguished by 
calcification in over 80 per cent of the cases and also 
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by Frdélich’s syndrome in the presence of primary optic 
atrophy with choked disks. Roentgen irradiation, in- 
tensive estrogen therapy, and surgical frontal approach 
under the dura to the sphenoid ridge with aspiration 
and suction of the tumor from its position in relation 
to the sella and the optic nerve are the treatments of 
choice. 

The treatment of brain tumor in children pre- 
sumes certain modifications of approach and prognosis 
which vary not only with the pathology but also with 
the location. 

Glioblastomas are primary, malignant, invasive tu- 
mors which spread through the brain and are un- 
encapsulated. They occur in males twice as often as in 
females. The average duration of life after the first 
symptom in Netsky’s series was 17 months; it was 12 
months in nonoperated cases.**? Therefore, it appears 
that operation alone does not significantly increase 
longevity, that radiation has very little effect, if any,**-** 
but a decompression will relieve the insufferable head- 
ache. 

It has been well said that luck in exposing a lesion 
of the proper type favorably placed is more important 
than the surgeon’s skill in handling gliomas.** These 
tumors are primarily frontotemporal and they cause 
personality changes and aphasic and contralateral hemi- 
paretic signs. Working with a colleague,®*° I recently 
had such a case. The tumor extended through the 
corpus callosum. 

Oligodendrogliomas are slow-growing, usually 
low-grade malignant tumors which show layers of calci- 
fication on simple flat lateral and anteroposterior skull 
x-rays. These tumors can be removed by a radical 
operation if they occur anywhere except in the motor 
area of the hemispheres. A case referred by a col- 
league™ proved to be just such a lesion, squarely across 
the motor cortex. Since Horrax and Wu** found the 
average survival period in their cases to be 7 years 
after radical removal of the tumor, I performed sub- 
temporal decompression rather than an operation which 
would so cripple the patient that life would be useless. 

According to Olivecrona® cerebellar angioreticu- 
lomas are found in adults showing severe pressure 
symptoms which may be detected by retinal examina- 
tion. Ventriculography should be followed by imme- 
diate removal of the arch of the atlas, after bilateral 
suboccipital exposure, using high spinal anesthesia 
and nitrous oxide and oxygen intubation. 

Blood vessel tumors such as hemangiomas can 
cause surgical difficulty, but the recovery record fol- 
lowing their removal is better than that of any other 
intracranial lesion. 

Certain tumors, such as hypernephroma, pheochro- 
mocytoma, sarcoma, and carcinoma, metastasize to the 
brain from the kindey, adrenal medulla, bones, lung, 
breast, thyroid, prostate, or gastrointestinal tract. 


The outlook in hypernephroma is pessimistic.** If 
the primary tumor is removed by nephrectomy, brain 
surgery has a somewhat better prognosis. The path of 
metastasis is via the veins of the spinal cord or through 
the inferior vena cava or carotid or vertebral arteries 
to the brain. 


Pheochromocytoma™ is usually benign in adults 
but highly malignant in children. Paroxysmal hyper- 
tension, clinical and laboratory evidence that the at- 
tacks are due to a pressor agent, and x-ray evidence 
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of adrenal enlargement as shown by perirenal air in- 
suffation are diagnostic of pheochromocytoma. The 
primary tumor should be removed of course, and this 
may result in acute adrenal insufficiency. 

In the remainder of the metastastic tumors* which 
make up the 3 per cent referred to previously, the best 
that can be said is that if a solitary lesion can be found 
there is a possibility that it can be removed, but the 
prognosis is bad even with radiation and surgery. 

The whole problem is pointed up in a large necrop- 
sy series’ in which tumors of the brain were fourth in 
incidence, following tumors of the uterus, the stomach, 
and the breast. Recent studies have emphasized the 
increase in cancer of the lung. I am interested in find- 
ing out why the sites of reproduction and nourishment, 
that of intellection, sensation, and muscular control 
should, with the site of aeration, be the most severely 
threatened. 


THE OUTLOOK 

Some of the answers to the questions, “What 
treatment is available?” and “What hope is there for 
eliminating the disease ?” may lie in the following: 

1. Educating the public regarding prevention. 

2. Educating the public to recognize the first 
symptoms. 

3. Training all physians in tumorology. 

4. Developing specialty colleges such as the Ameri- 
can College of Osteopathic Surgeons, the American 
College of Ostetopathic Internists, and the American 
College of Neuropsychiatrists for the specialist-train- 
ing program which the public is demanding and which 
a mature profession requires. 

5. Research development in chemical, biologic, 
and the new atomic fields. 


At the College of Osteopathic Physicians and Sur- 
geons a Diagnostic Center is in the process of estab- 
lishment, and members of its Cancer Training Pro- 
gram have begun to measure the amount of atomic 
radiation to which everyone is exposed. 

Still in the definitely experimental stage is the ul- 
trasonograph which bounces ultrasound waves through 
the brain; if tumor is encountered, the echo is dis- 
turbed.*> The use of U**® is described as a possible 
treatment.'? Boron is being introduced in solution by 
vein and split by nuclear fission as the patient, in a 
lead-lined compartment, is bombarded by atomic ac- 
tion.** As yet there is no knowledge as to how effec- 
tively neutrons destroy tumor tissue. 

6. Insistence on x-ray therapy preoperatively and 
postoperatively and, if surgery is indicated, radical ex- 
cision. 

7. A high index of suspicion which will prevent 
the physician from overlooking tumor signs and 
symptoms. 

In closing this paper on brain tumors, let me em- 


_ phasize that surgery of the brain should be done with- 


out special concern over the operative time involved 
but with heightened sensibility to the personal, socio- 
economic, and brain-tissue future depending on each 
stroke of the electrocautery and every millimeter of 
Bard-Parker depth. It may be spectacular to remove a 
hemisphere, but it is to no good purpose if the patient 
is left mentally unbalanced, unable to use his body, and 
an economic and nursing problem to the end of his life. 


649 S. Olive St. 
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Appendicitis in Children 


J. GORDON EPPERSON, D.0O., F.A.C.O.S. 


Oakland, Calif. 


The subject of appendicitis may be regarded by 
some as elementary, but despite the steady reduction of 
deaths from appendicitis, in children as well as in 
adults, this disease continues to challenge the diagnostic 
acumen and surgical judgment of all practitioners, and 
in the field of pediatric surgery appendectomy con- 
tinues as the most frequently performed intra-abdomi- 
nal procedure. 

In this paper, contrary to the usual procedure, I 
shall present my conclusions first and then amplify the 
most important points. 

1. Parental awareness and genuine concern over 
all persistent abdominal pain in children and parental 
willingness to refer suspicious symptoms to the family 
physician for evaluation will best serve to reduce the 
dangers in appendicitis. 

2. If the physician will show considerate regard 
for parental concern when alerted to these symptoms 


and suspect appendicitis until diagnosis proves other- 
wise, great strides will continue to be made in the safe 
surgical handling of the disease. 

3. Early recognition and surgical treatment with- 
in 12 to 24 hours after onset of symptoms practically 
insures that there will be no unusual surgical problem 
and little or no attendant risk, primarily because there 
is usually a low incidence of perforation in the early 
hours of the process. 

4. Persistence of symptoms beyond the 24-hour 
period is associated with a sharp rise in the incidence 
of appendiceal rupture. Appendicitis with peritonitis 
remains a major surgical problem and carries with it 
an increased risk. That the disease may proceed along 
a more rapid and deadlier course stresses the need for 
establishing accurate early diagnosis in the child. 

5. Utilization of chemotherapeutic and antibiotic 
agents without establishing diagnosis causes confusion 
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and results in delay and loss of valuable time. Such 
medication may serve to lull the family and the physi- 
cian into a false sense of security. These drugs have 
their place, along with public and parental education, 
early diagnosis, adequate preoperative preparation, bet- 
ter anesthesia, improved technical skill, controlled fluid 
balance, gastrointestinal decompression, anticipation of 
complications, anticoagulant therapy, and early ambula- 
tion; all have combined to bring about a lowering of 
mortality in appendicitis. 

DIFFERENCES IN APPENDICITIS IN CHILDREN 

AND ADULTS 

In childhood the factors which govern the natural 
course of the disease process are quite different from 
those in the adult, and although the process is the same, 
the response of the host is not consistent with the text- 
book picture and not altogether typical. If the child 
possesses a natural or acquired immunity, it is minimal ; 
thus the virulence of the offending organism is unmiti- 
gated. Then, too, the functional capacity of the omen- 
tum to wall off the process is limited by its immature 
development, thinness, and inability, because of its 
shortness, to reach and envelop the appendix in the 
lower quadrant. The rapidity of occurrence of gen- 
eralized peritonitis in a high percentage of cases can be 
further explained by the inability to establish a sec- 
ondary line of defensive localization by which loops of 
intestine, mesentery, cecal wall, or parietal peritoneum, 
through adherence to each other, form a pocket which 
encases the appendix and makes a regional abscess.’ 


PATHOLOGY 

The response to the inflammatory process in ap- 
pendicitis will vary according to the rapidity of the 
process. Inflammation begins in the mucosa or sub- 
mucosa, with leukocytic infiltration, congestion, edema, 
and hemorrhage, bringing ultimate ulceration of the 
mucosa and distention of the lumen by accumulation of 
purulent exudate. This process may be accelerated by 
thrombosis of the appendiceal vessels in the involved 
area, whether in the base, body, or distal region, result- 
ing in gangrene, perforation, or rupture. Defensively 
there is an outpouring of fibrin from the involved 
serosal surface, inviting nearby adhesions to restrain 
the spread. In the adult the omentum may envelop 
the appendix and aid in the walling-off process. This is 
not necessarily the case in children. The free fluid in 
the abdominal cavity, containing fibrin and leukocytes, 
is sterile, but provides an ideal medium for bacteria 
which, by traversing the permeable inflamed wall or 
the gangrenous perforation, contaminate the peritoneal 
cavity. This is particularly serious when omental 
encasement or other walling-off has not developed. 
General peritonitis is thus to be feared in the child toa 
greater degree, as the defensive mechanism may fail. 


ETIOLOGIC ASPECTS 


Whether bacteria related to respiratory infections 
predispose to appendicitis is open to conjecture ; how- 
ever, there is a higher incidence of appendicitis when 
respiratory infections are prevalent. Fecaliths and 
inspissated feces are often found at operation and must 
play an important role in the onset of disease of the 
appendix. Previous inflammatory episodes which have 
subsided predispose to acute appendicitis through re- 
sidual scarification of the lumen which may block 
drainage and precipitate the acute process. 


SIGNS AND SYMPTOMS 


Recognition of appendicitis in children has long 
been regarded as difficult. The combination of pain, 
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nausea and vomiting, and slight fever must be con- 
sidered a sign of appendicitis until proved otherwise. 
Vomiting and fever may precede the onset of obvious 
abdominal discomfort, but, particularly in an infant, 
parents often fail to suspect appendicitis until he shows 
irritability or flexes his thighs on the abdomen. Early 
evaluation and repeated examinations at short intervals 
are necessary. The result of family-physician coopera- 
tidn in evaluating signs and symptoms is highly re- 
warding. A painstaking routine particularly adjusted 
to child acceptability and designed from the first step 
to gain his confidence is fundamental in pediatric ex- 
amination. 

The history should be examined for any past ex- 
periences of similar nature, and an orderly detailing 
should be made of variations in the major systems— 
gastrointestinal, genitourinary, respiratory, and neu- 
rologic—as they pertain to the present complaint. This 
is important in the differential diagnosis of appendi- 
citis. In cases presenting a difficult diagnosis, a careful 
analysis of symptoms and their relationship to one an- 
other should be made, so that a correct diagnosis may 
be reached without too much delay. An inadequate 
history and physical examination may result in er- 
roneous diagnosis and lead the unsuspecting surgeon 
into difficulties. The true diagnosis may not be ap- 
pendicitis, and it is hazardous to rule out any diagnosis 
by surgical exclusion. Fortunately confusing entities 
in children are limited since there are minimal poten- 
tialities in the pelvis and upper abdominal region. 

Just as important are the variations from the 
classical pattern of appendicitis. The condition may in- 
deed be appendicitis but the symptoms quite difficult to 
correlate, particularly as to pain location: There may 
be onset and persistence of pain in the right lower 
quadrant or lateralward, diffuse nonlocalized midline 
pain, pelvic location of pain, or right upper quadrant 
pain due to possible incomplete rotation of the cecum 
and hence displacement of the appendix and local pain. 
It is only by the best of diagnostic practice that the 
most common variants of symptoms will be recognized 
and properly treated along with the typical or classical. 


DIFFERENTIAL DIAGNOSIS 


A percentage of cases of suspected appendicitis 
may in fact be mesenteric lymphadenitis.?, Where dif- 
ferential diagnosis cannot be made, laparatomy is indi- 
cated. Mesenteric lymphadenitis should always be con- 
sidered because symptomatically there are strong 
elements of resemblance to acute appendicitis, even to 
localization of pain in the right lower quadrant, though 
usually this is not as distinct as in acute appendicitis. 
Cases of idiopathic peritonitis are occasionally incor- 
rectly diagnosed as peritonitis of appendicitis; when 
laparotomy confirms the latter, drainage is instituted. 
However, the trend is toward conservative treatment 


. of idiopathic peritonitis. 


CLASSIFICATION OF APPENDICITIS 

Appendicitis may be classified into various types 
of progressive seriousness. The greatest challenge to 
surgical judgment comes when an irreversible process 
has extended beyond the appendix and still must be 
dealt with as a degree of appendicitis. 

Simple Acute Appendicitis—This type of ap- 
pendicitis conforms to the limited pathologic process 
already described and, by virtue of its limited involve- 
ment, presents no problem in the routine surgical treat- 
ment. This is the only appendiceal inflammation which 
does not advance beyond the confines of the appendix. 


| 


Volume 53 
ber 7 


Num 

Acute Appendicitis with Local Peritonitis—The 
inflammatory process is lightly contained by the localiz- 
ing effect of peritoneal exudate, intestinal loops, omen- 
tum, cecum, and peritoneum. Usually no mass is found 
at examination. 

Acute Appendicitis with Appendiceal Abscess and 
Localized Mass.—This localized form of abscess may 
differ according to the degree of the pathologic process. 
There are two types of localized mass which, because 
the symptoms and findings are the same, cannot be 
differentiated clinically. In one the palpable mass con- 
sists of cellulitis of the appendix and of adherent sur- 
rounding structures, caused by inflammatory indura- 
tion or periappendicitis, the appendix not having rup- 
tured. The other type is specifically due to acute sup- 
puration, with tissue destruction and abscess formation. 
The significance of these two types becomes apparent 
in the response to conservative treatment usually ac- 
corded appendiceal abscess as such. 


Acute Appendicitis with Acute, Diffuse Spread- 
ing Peritonitis.—In this type the pathologic process has 
not been contained and the perforated appendix pro- 
duces a spreading peritonitis. It is suspected that con- 
tinuous leakage arises from an area not susceptible to 
walling off. This is most likely to arise from a perfora- 
tion near the base and the cecum. Inability to wall off 
such a leakage is evidenced by the clinical sign of 
diffuse peritonitis. Other sites of perforation, such as 
the upper two-thirds, may be confined after the initial 
spill by the omentum, et cetera, only to break this bar- 
rier and diffuse rapidly, with the spreading signs 
superimposed on those of the localized mass previously 
regarded as limiting the process. 


TREATMENT 


Simple Acute Appendicitis—The most important 
task of the surgeon is to judge accurately the status 
of the case by all means at his command, keeping in 
mind the category of the disease process and applying 
certain principles of treatment based on correct inter- 
pretation of the pathologic process. As stated before, 
simple acute appendicitis presents no problem, and 
operation according to any standard technic will result 
in uneventful recovery. 


Appendectomy in Acute Appendicitis with Local 
Peritonitis—Treatment differs little in technical detail 
from that of the simple acute type. The primary con- 
cern of the surgeon in the operative management of 
these cases is whether he should drain the site of ap- 
pendectomy or close it without drainage. There are 
two schools of thought on the subject. With the advent 
of newer antibiotics, such as aureomycin, excellent 
statistical data have been compiled showing the good 
results of nondrainage. However, it is with the purpose 
and reasoning which lie behind choosing to drain that 
we are concerning ourselves. 

According to one authority,* if any one of the 
following conditions obtains in appendicitis with local 
peritonitis, a drain should be used. 

Perforation, either pathological or technical, with gross 
contamination of operative field 

Compromise or necrosis of tissue left in operative field 

Smear of seropus revealing two or more organisms 

Exposure of retroperitoneal tissues 

Uncontrolled bleeding or oozing 

Insecure closure of appendiceal stump 

Severe operative trauma due to technical difficulties 

One or two soft Penrose drains should be inserted, 
one along the lumbar gutter and one in the pelvis, 
specifically between the viscera and parietal peri- 
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toneum. The drains should be removed in 2 or 3 days, 
depending on how the patient responds. Whether or 
not a drain is used, chemotherapy is advisable. 

Surgical Management of Appendicitis with Local- 
ized Abscess—The fundamental treatment for this 
process is conservative, with elective removal of the 
appendix at a date based on clinical response to therapy. 
It is accepted that 50 per cent of appendiceal abscesses 
will subside and resolve completely; 25 per cent will 
subside to a minimal degree, at which time surgery 
should be instituted; 15 per cent will remain the same 
or subside very slightly, and will require early opera- 
tion; and 10 per cent will get worse and will require 
immediate surgery.* Since the response is so variable, 
each case should be treated individually ; basic therapy 
should be instituted, including absolute bed confinement 
in a semi-Fowler position, adequate fluid balance, either 
orally or parenterally, and antibiotic and chemothera- 
peutic agents according to weight. Daily laboratory 
tests are advisable and close clinical observation is nec- 
essary in order to chart the progress of the case. As 
long as improvement is evident, conservative treatment 
is continued. If the patient does not improve, operation 
should be performed. 

There are still those who believe in operating 
promptly for appendiceal abscesses. Sufficient sup- 
portive therapy is instituted to make the patient the 
best possible operative risk. Such therapy includes 
establishment of hydration, administration of antibi- 
otics and blood, decompression of the gastrointestinal 
tract, and so forth. A lateral McBurney type incision 
is recommended; the peritoneum, instead of being 
entered directly, should be reflected to prevent direct 
entry into the abscess cavity; all material such as pus, 
exudate, and slough is aspirated, and drainage is insti- 
tuted with a Penrose drain. Drainage is necessary for 
a longer period than in appendicitis with local peri- 
tonitis, in order to give the area time to evacuate. Slow 
healing is encouraged so that premature closure above 
is prevented. Postoperative care is vigilant, with atten- 
tion to antibiotics, fluids, and clinical observation for 
complications. 

When the case has been handled conservatively or 
drainage has been instituted, the parents must be ad- 
vised that the appendix has not been removed and that 
subsequent appendectomy will be indicated within a 3- 
or 4-month period. 


Acute Appendicitis with Acute Diffuse Peritonitis. 
—Usually children with this condition are quite ill and 
require great efforts to bring them into balance with a 
systemic supportive regimen in preparation for opera- 
tion. This should be done as quickly as possible, as 
the focus of infection must be eliminated by surgical 
means. Fluids for establishment of rehydration and 
antibiotics in massive doses should be instituted. Sur- 
gery should entail the removal of the perforated ap- 
pendix. Having so removed the focus, some surgeons 
aspirate all seropurulent material and close the incision 
without drainage. If gross contamination is observed, 
drainage should be the rule. Cigarette or Penrose 
drains should be placed at the site, one in the right 
colic gutter and one into the pelvis. The postoperative 
care usually will include sedation, control of distention 
by intestinal decompression, fluid replacement includ- 
ing blood, oxygen therapy and antibiotic therapy. Re- 
sults will depend on careful preoperative preparation, 
surgical skill, and vigilant and adequate postoperative 
care. 

Antibiotic Therapy.—Indiscriminate use of anti- 
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biotics in the undiagnosed prelocalizing stage of ap- 
pendicitis is cause for concern because the significant 
signs which in sequence ordinarily lead to accurate 
diagnosis and proper treatment may be masked. The 
antibiotic regimen has its place, but only after the diag- 
nosis has been established. Antibiotic and chemothera- 
peutic agents have a valuable place as prophylactic, 
supportive, and therapeutic aids; however, postopera- 
tive complications such as unrecognized abscess are 
masked by their use. But valuable as they may be, 
these agents cannot take the place of the only sure, 
safe, and permanent treatment of appendicitis—appen- 
dectomy. 
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SUMMARY 

1. Early recognition of symptoms leads to early 
surgical treatment. Parental awareness of early pain 
symptoms and the physician’s regard for parental con- 
cern are vital. Appendicitis should be suspected until 
proved otherwise. 

2. Children do not possess a facility comparable 
to that of adults to withstand the irreversible process of 
appendicitis. 

3. Treatment based on correct interpretation of 
the pathologic process is presented. 

4. The indiscriminate use of antibiotics without 
establishing diagnosis is condemned. 
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Surgery of the Adrenal Gland 


LORING W. MANN, D.O. 
Pomona, Calif. 


One of the most rapidly unfolding chapters of 
medical science is that relating to normal and abnormal 
functioning of the adrenal gland. There is scarcely 
a field of medical practice which is more replete with 
promise or which poses a more fascinating challenge 
to the research scientist, the medical internist, and 
the surgeon. 

I will make no attempt to cover the broad and 
as yet limitless aspects of the relationship of the 
adrenal gland to the patient undergoing surgery. 
Rather, it is my purpose to delineate the place of sur- 
gery in the modern management of anatomic and 
functional lesions of the gland itself. 

Just as the advent of antibiotic therapy has 
opened the door to successful intrathoracic surgery, 
so has the availability of ACTH and cortisone brought 
many hitherto untouchable lesions of the adrenal gland 
within the realm of successful surgical attack. 

It is well to preface this discussion with a brief 
review of the embryology, physiology, and anatomy of 
the adrenal glands. 

The adrenal gland may be thought of as two 
glands in one, the cortex and medulla being distinct 
as to embryologic origin and as to function. 

The medullary portion, of ectodermal origin, 
arises from the cell masses of the neural crest which 
also gives rise to the sympathetic ganglion cells. The 
function of the adrenal medulla is to secrete epineph- 
rine and norepinephrine, which increase systolic blood 
pressure and mean arterial pressure. Epinephrine ele- 
vates the blood pressure by increasing cardiac output, 
while norepinephrine raises the pressure by increasing 
peripheral resistance. This fact may be of significance 
in postoperative management of adrenal surgery cases. 

The adrenal cortex, however, is of mesodermal 
origin, and arises from the mesonephros in close prox- 
imity to the primitive sex glands. The physiology of 
the adrenal cortex is quite complex, which serves to 
explain the variety and complexity of the clinical 


syndromes resulting from disturbed adrenocortical 
function. Some twenty-eight different steroids have 
been separated from the adrenal cortex. Of this num- 
ber, about six have been shown to be biologically 
active hormones (adrenal corticoids).1 These six ac- 
tive steroid hormones fall into three types: 

1. 11-desoxycorticosterone, which has to do with 
controlling salt and electrolyte metabolism. 

2. Androgenic steroids, which effect a sex func- 
tion and bring about positive nitrogen balance. 

3. Compound F-like hormones, which include 
compound F (hydrocortisone) and compound E (cor- 
tisone). This type of hormone is chiefly concerned 
with carbohydrate and fat metabolism. 

The adrenal gland consists anatomically of an 
outer cortex surrounding a highly vascularized me- 
dulla. At birth the major portion of the adrenal gland 
is composed of cortex. This cortex is composed, in 
turn, of a thin outer layer of cortical cells similar 
to that seen in later life, and a larger inner androgenic 
or X zone, which normally undergoes degeneration 
during the first few months of life. The true cortex 
continues to develop until about middle life, with the 
most rapid growth seen just before and during pu- 
berty. It is thought by some that a persistence of 
the androgenic zone, or hyperplasia of this area, can 
lead to symptoms of Addison’s disease through a 
crowding out of the other layers of adrenal cortex. 

Accessory adrenal bodies (Marchand’s bodies) 
may occur as aberrant adrenal tissue in various loca- 
tions. These adrenal rests presumably are left during 
embryologic development in the complicated descent 
of the adrenal components to their position above the 
kidney. Likely locations for aberrant adrenal tissue 
include the retroperitoneal tissues of the paracolic 
gutters, the broad ligaments, the ovaries, and the 
testes. Tumors in these adrenal rests can cause symp- 
toms similar to those of neoplasms within the adrenal 


gland. 
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LESIONS OF ADRENAL CORTEX 

Tumors of the adrenal cortex, according to 
Kenyon,’ may produce a variety of clinical syndromes 
which may be classified as follows: 

1. Adrenogenital syndrome. 

Cushing’s syndrome. 

3. Mixed adrenogenital and Cushing’s syndrome. 

4. Single endocrine manifestation. 

5. Feminization in men, or, rarely, precocious 
menstruation and breast development in girls. 

6. No endocrine manifestation. 

Of these the adrenogenital syndrome will be 
touched on briefly and Cushing’s syndrome more at 
length. 


Adrenogenital Syndrome.— 


The adrenogenital syndrome may result from 
either tumor or hyperplasia of the adrenal cortex. The 
findings in this syndrome vary according to the sex 
of the patient and the stage of physical development 
at which cortical hyperactivity begins. 

The commonest adrenal disorder encountered in 
childhood is congenital adrenal hyperplasia in the 
female, which produces the clinical picture of pseudo- 
hermaphrodism. The genitals present a mixed appear- 
ance and the true sex may remain doubtful. Surgical 
exploration may reveal the true sex of the child, but 
the attitudes and aptitudes of the patient are not 
always consistent with the gonads found at surgery. 
Pseudohermaphrodism results from excessive andro- 
genic function from hyperactive and usually hyper- 
plastic adrenal cortices. Treatment is complex and 
difficult. Resection of the adrenals is not recommended 
because atrophy may occur as the patient grows older.* 
Current treatment revolves around an attempt to de- 
press the excessive androgenic function through ad- 
ministration of cortisone. 

The syndrome may begin in young girls, or later 
during adolescence or adulthood. Symptoms are those 
of masculinity with less abnormality of the genitals. 
When the onset of the adrenogenital syndrome occurs 
during the postnatal period or later in life, it is more 
often due to tumor than hyperplasia, and exploration 
of the glands may be warranted. In the adrenogenital 
syndrome occurring in young boys, signs of homolo- 
gous sexual precocity and premature puberty appear. 
Treatment is similar to that of girls. 

Cushing's Syndrome and Disease.— 

This syndrome is brought about through a dis- 
turbance in the third general category of adrenocortical 
steroids, which have to do with sugar and fat metabo- 
lism. The term “Cushing’s disease” has been applied 
to intrinsic adrenal disorder, whereas in “Cushing’s 
syndrome” the adrenal disturbance is thought to be 
secondary to excessive pituitary stimulation. It is 
now felt that whatever the basic etiologic factor, the 
fundamental disorder is in the adrenals, and treatment 
is directed toward these glands. 

The main physiologic disturbance in Cushing’s 
syndrome is hyperglyconeogenesis, excessive conver- 
sion of noncarbohydrate substances (chiefly protein) 
into carbohydrates. 

The essential features of Cushing’s syndrome are 
obesity, usually of a buffalo type, hypertension, atrophy 
of the skin, depressed gonadal function, decreased 
sugar tolerance, erythrocytosis, osteoporosis, fatiga- 
bility, and weakness. The typical Cushing’s syndrome 
patient has an enlarged, rounded face described as a 
“moon face.” There is commonly a deposition of fat 
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in the cervicodorsal area called a “buffalo hump.” 
Ecchymoses are usually present, and the skin bruises 
easily. There is abnormal urinary steroid secretion. 
The 17-ketosteroids may be normal or slightly in- 
creased. The 1l-oxysteroids are usually markedly 
elevated. The fasting eosinophil count is usually below 
100. If the count is much above this figure the dis- 
order is probably not Cushing’s syndrome.* 

In differential diagnosis there may be confusion 
with the adrenogenital syndrome. Indeed a mixture 
of Cushing’s syndrome and the adrenogenital syn- 
drome may be present. Cushing’s syndrome may also 
be confused with what has been called the syndrome 
of large pale ovaries (Stein-Leventhal syndrome). In 
the syndrome of large, pale ovaries there is hirsutism 
with marked femininity; in adrenogenitalism there is 
increased strength and true virilism; while in Cush- 
ing’s syndrome there is muscular weakness and 
pseudomasculinization.* 

In the treatment of Cushing’s syndrome, stilbestrol 
and testosterone have been used, but use of these 
agents constitutes only symptomatic therapy. Roentgen 
therapy to the pituitary is recommended only occa- 
sionally for a mild condition.* 

The current treatment of choice is exploration 
of the adrenal glands, removal of a tumor if found, 
and, if no tumor is present, adequate resection of 
adrenal tissue.* The surgeon may not know pre- 
operatively whether he is dealing with a cortical tumor 
or hyperplasia, since identical clinical symptoms can 
be produced by either. Decision as to the type of 
surgical procedure is made when the first gland is 
exposed and examined. This can be done because in 
the presence of a functional cortical tumor on one 
side the opposite adrenal gland is always atrophic.* 
Priestley® describes the procedure at the Mayo Clinic 
as follows: If a tumor is encountered on the first side, 
it is removed. If an atrophic adrenal is found, the 
opposite gland is exposed with reasonable expectancy 
of finding a tumor. “If the first gland is not atrophic, 
subtotal (90 per cent) resection . . . is performed. 
. . . If the syndrome is produced by adrenal cortical 
hyperplasia and subtotal (90 per cent) adrenalectomy 
is performed on one adrenal gland, a second operation 
is performed after an appropriate interval on the 
opposite adrenal gland.” 


The interval between the two operations depends 
on the patient’s progress, but, at present, Priestley 
usually allows about 2 weeks to elapse before perform- 
ing total adrenalectomy on the second adrenal. 


Preoperative and Postoperative Care: 

If a functioning adrenal tumor is removed, 
adrenal insufficiency will occur, owing to atrophy of 
the opposite gland. This must be anticipated pre- 
operatively and cortisone should be administered. 
Testosterone and high protein intake have been recom- 
mended. Priestley® gives 200 mg. of cortisone 48 
and 24 hours before surgery, and again the morn- 
ing of surgery. If a tumor is removed cortisone is 
administered in decreasing amounts for the first 5 or 
6 days. If no tumor is found, and extensive resection 
of only one gland is performed, cortisone need not 
be given postoperatively. At the time the second gland 
is operated on, cortisone is given before and after 
surgery. 

Convalescence may be prolonged after extensive 
bilateral resection of the adrenal glands. This also may 
be true after removal of a tumor. Cortisone must be 
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used judiciously. The viability of the adrenal rem- 
nant can be difficult to evaluate. 


Results : 

In the precortisone days mortality in surgery for 
Cushing’s syndrome approached 100 per cent. Even 
now some reports give a mortality of 44 per cent.® 
In twenty-nine cases at the Mayo Clinic,® there were 
six deaths, all of which occurred before cortisone 
was available. After cortisone was used there were 
no deaths. Excellent remissions were obtained in 
nineteen cases; however, three of these showed re- 
currence of symptoms. There was one case of Addi- 
son’s disease and there were two cases of questionable 
Addison’s disease. 

The recurrent cases may be treated by further 
resection of adrenal tissue or roentgen therapy to the 
pituitary gland.® 


LESIONS OF THE MEDULLA 


Pheochromocytoma.— 


Tumors of the adrenal medulla include the 
neuroblastoma, a highly malignant tumor occurring 
in children, and its less malignant counterpart in the 
adult, the ganglioneuroma. The medullary tumor of 
chief interest at the present time, however, is the 
pheochromocytoma. This is a functioning neoplasm 
arising from chromaffin cells and producing a hyper- 
tensive syndrome. This hypertension may be either 
paroxysmal or sustained in type. The attacks of 
hypertension are similar to those following administra- 
tion of large amounts of epinephrine, norepinephrine, 
or both. In addition, a disturbance of carbohydrate 
metabolism and/or hypermetabolism may exist. In a 
typical attack there is a sudden rise in blood pressure 
with tachycardia, anxiety, headache, pallor, numbness, 
tingling, epigastric and precordial pain, and, lastly, 
excessive sweating. 

Certain pharmacologic tests are helpful in estab- 
lishing the diagnosis. In cases of paroxysmal hyper- 
tension administration of histamine, tetraethylam- 
monium chloride, and methacholine (Mecholyl) 
chloride will produce characteristic attacks. In sus- 
tained hypertensive cases piperoxan hydrochloride 
(933F), Regitine, or Dibenamine will lower the 
pressure by blocking the pressor effect from the 
pheochromocytoma. The patient’s cold-pressor re- 
sponse should be evaluated before using the pharma- 
cologic tests.” 


It is of prime importance to control the patient’s 
blood pressure during operative removal of the 
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pheochromocytoma and during the postoperative pe- 
riod. As the tumor is approached and manipulated 
there is usually a rise in the pressure which may reach 
an alarming level if uncontrolled. Vasodepressor drugs 
such as Regitine or Benodaine are used to control the 
hypertension. With the removal of the tumor a pre- 
cipitous drop in pressure invariably occurs. Vaso- 
pressors are now given, usually epinephrine and/or 
norépinephrine or Neosynephrin. The vasopressor is 
used in a continuous intravenous drip for the first 
few days after surgery, the rate being determined 
by the patient’s pressure. 
OPERATIVE CONSIDERATIONS IN ADRENAL SURGERY 


Preoperative Localization While it is desirable 
to know the location of tumors preoperatively, efforts 
to demonstrate them are frequently unsatisfactory. 
Only about 50 per cent are visible on air insufflation 
studies of the perirenal areas or in intravenous uro- 
grams.’ Since there is some danger inherent in the 
air insufflation technic is is not routinely used. Rivas* 
has suggested injecting the air or gas between the 
coccyx and rectum, which may prove advantageous. 


Surgical Approach to Adrenal Tumors.— 

The Cushing’s syndrome patient is always obese 
and the transabdominal approach is too deep to be 
satisfactory. Young’s® bilateral posterior subcostal in- 
cision or a transthoracic approach is occasionally 
employed. The exposure of choice appears to be the 
unilateral posterolumbar incision similar to that used 
to expose the kidney.* 

In pheochromocytoma, however, the patient is in- 
variably thin, and the transabdominal incision is best 
employed. This allows exposure of both adrenals 
and permits exploration for extra-adrenal tumors 
which are present in about 10 per cent of cases.* 
These aberrant chromaffin tumors, called also para- 
gangliomas, are usually periaortic in position, but 
occasionally one arises from the thoracic sympathetic 
plexus.? In some 10 per cent of the cases, bilateral 
tumors will be encountered.* 


ADRENAL RESECTIONS IN OTHER CONDITIONS 


Subtotal or total adrenalectomy has been per- 
formed in some cases of severe hypertension. Hug- 
gins’® has performed bilateral total adrenalectomy for 
advanced metastatic malignant lesions of the prostate 
or breast. Such treatment for these conditions has 
been too recent to permit complete evaluation. 
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The Rationale of Prostatectomy and Review of 
Indications and Technic 


ROBERT F. McBRATNEY, D.O. 
Los Angeles 


This paper will deal with the rationale of prostatic 
surgery and a resume of its indications and technics. 


INDICATIONS 
The indications for prostatic surgery are: 


1. Any obstructive uropathy resulting from 
changes in the prostate gland except acute prostatitis 
and prostatic abscess, unless resection is necessary to 
drain the abscess. 


2. Any suspected carcinoma of the prostate. 


3. Prostatic calculi (possibly with infection and 
not necessarily obstruction ). 


In any form of prostatic surgery the criteria of a 
satisfactory result are that (1) the patient be able to 
void freely, not too frequently, and to empty his blad- 
der ; this implies that no small-caliber urethral stricture 
be present, (2) that his urine be free of infection, and 
(3) that complete control be retained. 


It must be strongly emphasized that routine 
physical examination of any man over 40 years of age 
should include examination of the prostate gland. 
Rectal palpation of the prostate for possible nodules or 
fixation is one means of detecting early carcinoma. A 
firm nodular gland should always arouse suspicion and 
warrants biopsy and tissue study. A hard, fixed gland 
demands attention but is usually beyond the early 
stages of disease and requires palliative therapy. The 
smooth, freely movable hypertrophied gland is usually 
not malignant, but no gland should be considered be- 
nign until after microscopic survey. 

Prostatic surgery is not indicated purely on the 
basis of urinary obstruction. The urethra, prostate, 
and bladder should have either cystoscopic and/or 
x-ray survey before surgery, as the urinary obstruction 
could be due to bladder or urethral calculi, neurogenic 
bladder, and so on. 


PREOPERATIVE CARE 


Proper evaluation and preparation of the patient 
are of primary importance in prostatic surgery. There 
is always great controversy regarding various methods 
of prostatectomy, but more important than the method 
of surgery is the patient’s condition. Prostatectomy is 
geriatric surgery with all of its many complexities. 

Preoperative preparation should include (1) de- 
termination of adequate renal reserve, preferably by 
excretory urography and a complete blood chemistry, 
(2) estimation of the cardiac and circulatory status 
and surgical risk, (3) evaluation of the appearance and 
general condition of the patient (this most important 
step in preparing the patient should consist of studying 
the patient’s mental outlook and will to live, as well 
as his physical status; such a personal survey reveals 
many things that cannot be decided from laboratory 
tests), and (4) determination of the type of prostatec- 
tomy best suited to the individual case. 

There are now four types of approach to prostatic 
surgery, suprapubic, transurethral, perineal, and retro- 
pubic. 


Suprapubic prostatectomy may be done in one 
stage or in a two-stage procedure. The suprapubic ap- 
proach is probably the most popular as it is the easiest 
to accomplish and is the safest procedure for the aver- 
age general surgeon who, by force of circumstances, 
must perform many types of surgery. 


SUPRAPUBIC PROSTATECTOMY 


Technic of suprapubic prostatectomy has not 
changed in the past several years; however, the one- 
stage procedure is now more commonly performed than 
the two-stage. Present-day facilities for the proper 
preparation of the patient in regard to renal and cardiac 
reserve, control of infection, and control of hemor- 
rhage, permit use of the one-stage procedure. There is 
still much controversy as to whether the procedure of 
complete bladder closure or that of suprapubic catheter 
drainage is the one of choice in the immediate post- 
operative period. It is certainly more pleasant for the 
patient when all drainage can be handled via the 
urethral catheter and a complete suprapubic closure 
made, as it eliminates the sinus or fistula which drains 
for days or weeks postoperatively. However, the deci- 
sion for closure depends greatly on the postoperative 
facilities and whether properly trained personnel is 
available to maintain adequate irrigation and drainage. 
In institutions in which urologic surgery is infrequent, 
suprapubic drainage is the procedure of choice. The 
suprapubic catheter can usually be removed in 48 hours. 
The urethral catheter is usually removed in 72 hours 
following surgery; prolonged urethral catheter drain- 
age may in itself be prejudicial to normal healing. 


Recently, placing a pack of absorbable hemostatic 
gauze in the prostatic fossa has been recommended.’ 
If this pack is used, it is imperative that any traction 
on the urethral catheter be limited, as pressure on the 
external sphincter may result in atrophy and incon- 
tinence. A safer procedure is the use of a wider blad- 
der opening and actual ligation or coagulation of bleed- 


ing points. 


TRANSURETHRAL RESECTION 


Transurethral resection is now well established 
as a highly efficient method of prostatectomy. This 
procedure properly done should be called transurethral 
prostatectomy. It is erroneous to believe that a resec- 
tion is only to make a tunnel or waterway. The dis- 
repute in which resections previously were held was 
due to inadequate tissue removal, and unless a complete 
resection can be done this procedure should not be at- 
tempted. Resection is the most technical and difficult 
procedure of any in urologic surgery to master, and it 
should not be attempted lightly. Primarily, the operator 
must be an excellent cystoscopist and then he must 
develop a routine and rhythm of resection which will 
permit adequate tissue removal in a reasonable length 
of time. Inadequate resection leads to prolonged mor- 
bidity and persistent pyuria. The one time when resec- 
tion should be done as a partial procedure is in pros- 
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tatic carcinoma where extension of the growth pre- . 


cludes complete removal of all malignant tissue by any 
other type of surgery; in such cases resection alone 
can give relief. 


PERINEAL PROSTATECTOMY 


Perineal prostatectomy is considered today to be 
the operation of choice in early prostatic carcinoma 
where there is no spread of the malignancy beyond the 
prostatic capsule. Should this procedure be elected, a 
radical removal of the prostate and seminal vesicles is 
indicated. This radical surgery is very mutilating and 
often results in untoward effects such as severe stric- 
ture, priapism, and rectal fistula. However, it is the 
only approach that affords a complete removal of the 
prostate. Routine perineal prostatectomy in the hands 
of a skilled operator has proved quite satisfactory 
whenever prostatectomy is indicated, but it is a very 
difficult procedure without well-trained assistants. Fur- 
thermore, any perineal prostatectomy creates the po- 
tentialities of rectal fistula and stricture formation. On 
the other hand, it has the advantage of dependent 
drainage and a low mortality rate. 


RETROPUBIC PROSTATECTOMY 


Retropubic prostatectomy is the most recent 
method developed and has proved to be an anatomically 
sound approach. It has the advantage over suprapubic 


prostatectomy of leaving the bladder undisturbed. It . 


also affords visibility for good control of bleeding in 
the prostatic bed, and in addition there is complete 
suprapubic closure. Hemorrhage of the venous sinuses 
of the anterior prostatic capsule can be a troublesome 
complication during surgery. An obese abdomen 


and/or a narrow pelvis can also cause difficulty in the 
retropubic approach. 


CHOICE OF PROCEDURE 


Of the four approaches to prostatic surgery, the 
transurethral resection is the procedure of choice when 
done properly and with adequate tissue removal. This 
procedure leads to a lower mortality, lower morbidity, 
and a shorter period of hospitalization. Either supra- 
pubic or retropubic prostatectomy would be second 
choice. The retropubic type is anatomically a more 
sound procedure, but the suprapubic is an easier pro- 
cedure to master and has the previously mentioned 
advantages. Perineal prostatectomy is the procedure 
of choice in early carcinoma. 


RESULTS 


With improved surgical technics and with the 
necessary appreciation of the proper preoperative prep- 
aration of the patient, the mortality rate in prostatic 
surgery is now very low. Probably the greatest factor 
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in reducing mortality and morbidity is the use of blood 
transfusions before, during, and after surgery as nec- 
essary. In my surgical practice, I have almost routinely 
used whole blood transfusions during any type of 
prostatectomy. This has led to a great decrease in 
shock reactions and to a much more rapid postoperative 
recovery period even in the cases of very poor risk. 
Mortality in prostatectomy for benign hypertrophy is 4 
to 5 per cent for the suprapubic procedure, 2 to 3 per 
cent for the perineal, and, in transurethral resection, 
1 to 2 per cent. In addition to lower mortality, 
there is a significant decrease in the postoperative 
hospital period. A survey of the prostatic cases which 
I have operated on over the past 3 years shows an 
average postoperative hospitalization of 8 days for 
cases of one-stage closed suprapubic prostatectomy and 
of 6 days for resections. An interesting sidelight is 
the record of the amount of tissue removed at surgery. 
There was an average of 60.6 grams for the supra- 
pubic and 21.2 grams for the transurethral procedure. 


POSTOPERATIVE CARE 


When the operation of prostatectomy has been 
performed, only a portion of the task has been accom- 
plished. Thorough aseptic technic must be followed in 
all postoperative care including use of sterile flasks, 
tubing, collecting bottles, and the like. Antibiotics have 
greatly decreased complications due to infection but 
their use does not obviate the necessity for aseptic 
precautions. 

It is most essential that the postprostatectomy pa- 
tient be seen regularly. Beginning about 3 weeks after 
surgery, the urethra should be gently calibrated with 
sounds to determine the presence of any stricture for- 
mation. Weekly soundings should be performed for 
several weeks to assure proper urethral capacity and to 
maintain elasticity and prevent heavy scar formation 
in the enucleated area. The latter is the most important 
part of postoperative care. The urine should be ob- 
served closely for pus and necessary measures taken to 
control infection. Temporary urinary incontinence may 
occur which is often due to preoperative atrophy of 
disuse resulting from the obstructing prostate acting 
as a barrier and the external sphincter not being 
used. Frequent soundings and sphincter exercises will 
usually correct this condition. 

In summary, the care of prostatic obstructions 
consists of very meticulous preoperative preparation 
of the patient, choice of the proper method of pros- 
tatectomy to suit the individual case, and a very care- 
ful and planned postoperative management which 
should extend well beyond the patient’s discharge from 
the hospital. 
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Bailey,’ at the beginning of the last war, wrote: 
“An amputation rendered necessary by war injuries 
may be an entirely different proposition to a planned 
operation in times of peace. Bullets, bombs, shells, tor- 
pedoes and mines have no respect for anatomy, and the 
surgeon is faced with problems requiring promptitude, 
originality and skill.” 


CIVIL DEFENSE NEEDS FOR SURGEONS 

The contemporary role of the civilian surgeon in 
preparation for potential disaster is cast for him by 
civil defense authorities when they make plans for 
treatment of casualties and prevention of epidemics. 
The controlling circumstance is the certainty that war- 
fare will be atomic. Casualties will be civilians. The 
main problem is the magnitude of the disaster, the 
sheer volume of casualties. 

Planning experts* describe the probability thus: A 
surprise daytime attack on a large city with an average 
population density will result in 120,000 casualties, one 
third of whom will be killed outright, and two thirds 
of whom will need medical attention. To evaluate the 
seriousness of their need, they point out that of these 
120,000 casualties, in all probability 20,000 will not sur- 
vive 6 weeks. From a country-wide average of physi- 
cians in relation to average population they estimate 
one physician will survive for every fifty casualties. 
The doctor’s usual duties suddenly will be expanded by 
fifty emergencies. Apropos of the function of the sur- 
geon is the estimate that one third of the casualties to 
be treated, or 40,000 people, will have mechanical in- 
juries. 

In Japan, the types of injuries among atomic bomb 
survivors were blast and radiation wounds and burns, 
the latter constituting the major group. The most dam- 
age, in civilians killed and injured and in buildings 
destroyed, was suffered a mile from the center of the 
explosion, and the outer limit of damage was 4 miles 
from center. The range for mechanical injuries from 
the center of the blast may be from 12,000 feet for a 
bomb of the equivalent of 20,000 tons of TNT to 
25,000 feet for a bomb the equivalent of 160,000 tons 
of TNT. The force of the blast is dependent upon the 
height at which the explosion occurs. Thus, it can be 
readily seen that facilities for treating trauma are im- 
perative. 

The planners state that the number of casualties 
can be cut in half if the populace has warning of the 
attack and if the citizenry has been well instructed and 
responds with discipline. 

The well-organized community, knowing itself a 
potential target area, has designated buildings to be 
used as hospitals, made floor plans with the necessary 
alterations and the areas of specific activities blue- 
printed, planned its clinical and administrative staffs 
with alternates to assume authority depending on sur- 
vivors, established the duties of personnel, procured 
drugs and equipment or set up a supply line, and estab- 
lished relationships with an existing hospital and with 


all other civil defense authorities. Within these tem- 
porary hospitals must be receiving and sorting teams, 
shock and recovery teams, surgical-dressing teams, and 
operating teams. This background has been sketched 
briefly to indicate that meeting the disaster may mean 
that the physician finds himself serving as a member 
of a team for which he is the best-qualified survivor. 

The general importance of amputation following 
trauma may be gathered from these figures on inci- 
dence: Men who lost limbs in the Civil War numbered 
50,000 ; 4,400 amputees survived World War I; more 
than 17,000 combatants in World War II had one or 
more extremity amputations.* In the civilian popula- 
tion, in 1948, 20,000 had amputations following trauma 
from automobile accidents, industrial disasters, or other 
emergencies. 

CONSERVATIVE APPROACH 

Amputations becomes a surgical necessity when 
any injury occurs to the limbs so severe that the tissues 
—bones, vessels, or nerves—cannot be treated any 
other way. Thorek* emphasizes the fact that the sur- 
geon should not be in a hurry to amputate in the young 
and robust patient no matter how ominous the case ap- 
pears. The rapidity with which such patients recu- 
perate from extensive injuries is amazing, and the res- 
toration of complete function and usefulness to limbs 
which, at the time of injury, seemed beyond repair is 
almost unbelievable. In these cases patience often has 
better results than the most brilliant surgery. The 
judgment of the surgeon must be guided by the kind of 
postoperative care which can be supplied. 

Primary amputation is performed prior to the de- 
velopment of shock or after shock is controlled, and 
before sepsis can set in. If no more than 8 hours have 
intervened since the injury, the surgeon may proceed. 
Olsen® in a survey of 560 amputees in Korea fixes the 
time limit at 24 hours, provided the patient has had the 
benefit of controlled antibiotic treatment. Vasconcelos® 
considers it best to operate if treatment against shock 
is ineffective and shock becomes progressively more 
serious because sometimes the life of the patient can 
be saved. Operative shock is always a hazard. The 
higher or more central the amputation, the greater the 
possibility of shock. Spinal or Pentothal anesthesia 
helps to abort shock and has been found superior to 
inhalant anesthesia in this. phase of surgery. 


LEVEL OF AMPUTATION 

A conservative attitude is essential. Too low an 
amputation can be repaired later. If the removal is too 
high, nothing can be done subsequently. Any function- 
ing part of a limb is superior to any prosthesis, and this 
is particularly true of the hand. The level of amputa- 
tion also depends upon the age of the patient ; if growth 
has ceased, more leeway is possible. 

Watson-Jones’ presents the following optimal and 
minimal length figures: for upper arm amputation 
stump, 8 inches optimal, 5 inches minimal ; for forearm 
stump, 7 inches optimal, 3 inches minimal; for thigh 


as 
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stump, 10 inches optimal, 6 inches minimal ; for below- 
the-knee, 51% inches optimal, 3 inches minimal. 

In general, although the makers of artificial limbs 
outline what they consider ideal sites of amputation, as 
Bailey’ says, they can devise other suitable and in- 
genious parts in addition to their standard pieces; 
therefore, the surgeon should seek to preserve what 
can be saved. Several types* of prosthesis which were 
developed for amputees of World War IT and which 
have proved worthy are: a prosthesis for carpal-meta- 
carpal disarticulation, which allows pronation and su- 
pination of the forearm and dorsal and palmar flexion 
of the wrist joint ; various cineplastic procedures which 
permit limited use of the forearm; the Northrop wrist 
joint; the Fitch elbow; a prosthesis for the Syme 
stump, which makes this serviceable stump more fa- 
vored; a prosthesis, for the patient who can manage 
knee motion, which shifts weight bearing to the ischial 
tuberosity ; and a suction-type socket, which is the best 
of its kind so far developed. 


NERVE ENDS 

For many years proper nerve technic was a much 
debated subject. Thorek* and many others recommend- 
ed that severed nerves be injected with alcohol or a 
local anesthetic, pulled out about an inch, and ligated. 
Watson-Jones,” to mention one of many, objected to 
this treatment for the main nerves of the limb. One of 
the benefits from observations of amputations in World 
War II and the Korean conflict was the resolution of 
this debate. 


Slocum® describes the procedure : 

Nerves should be isolated, pulled down gently, sectioned 
cleanly with a single stroke of a sharp knife, and allowed to 
retract upward into a bed of normal healthy tissue so as to lie 
one inch above the bone end. Pain arising from peripheral 
nerves has its origin in intraneural scars, or extraneural scars, 
which, once established, may affect the nerve either through 
tugging and pulling upon the sensitive nerve end, or by strangu- 
lation of the nerve in scar tissue. Strong traction, rough han- 
dling, or chemical infiltration of the nerve are common causes 
of intraneural cicatrix; placement of the nerve end in a bed of 
scar tissue will lead to fixation. Painful neuromata and phan- 
tom limb pain are less likely when the nerves are treated by a 
simple section than when they are injected with sclerosing solu- 
tions, closed by a plastic technique, or buried within the bone. 
Large nerves like the sciatic may be ligated when they contain 
an accompanying blood vessel. 


A more recent solution of this problem which I 
have found very satisfactory is transplantation of the 
nerve in a reverse direction in the belly of a convenient 
muscle. 

GENERAL OBSERVATIONS ON TECHNIC 

Hemostasis should be satisfactory before amputa- 
tion is begun. If pressure is released before the flaps 
are sutured, the possibility of hemorrhage through an 
accidentally untied ligature can be checked. Provision 
should be made for the drainage and escape of serum. 
The stump needs a good blood supply, and the ampu- 
tation must be high enough to insure it. 

Soft tissues are retracted, the bone is sectioned 
transversely with a sharp saw which is cooled as it is 
being used, and the bone end is filed smooth, the tissues 
being protected from bone dust by retractors or a three- 
tailed bandage. Periosteal flaps are not considered de- 
sirable, nor are muscle flaps in general, although 
muscles should not be permitted to retract. Bursa, if 
encountered, should be excised, since postoperative in- 
flammation of a bursa, which can persist chronically, 
is difficult to treat and cure. 
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The stump is dressed in gauze with several super- 
imposed layers of wool held firmly in place to promote 
shrinkage, and the whole is encased in plaster of paris. 
Drainage should be assured, unless the wound is clean. 
Kessler,?° in summarizing lessons learned in World 
War II, stated that because of frequent hemorrhage 
and formation of hematomas, drains were found to be 
necessary. Watson-Jones’ advises leaving the stump 
at rest for 2 to 3 weeks, because early handling in- 
creases the tendency to phantom limb. 

The surgeon should strive to make a firm, conical, 
painless stump. To this end, he should avoid stretching 
and tension of flaps, allowing enough tissue for retrac- 
tion of muscle and skin, especially near the joints. 
Nerve ends should not be included in the scar. Skin 
flaps can be trimmed if loose tissue persists later. It 
is best if the flaps are circular, with combined lengths 
exactly equal to the diameter of the limb. 


On the arm, a terminal cutaneous scar is sufficient. 
A posterior scar is better for the lower extremities, 
since there is always pressure on the end and the 
prosthesis causes friction on the front of the stump. 


The type of amputation most often used in life- 
and-death military or emergency traumatic surgery is 
the guillotine amputation. This is performed, after 
tourniquet or preliminary ligation, by a clear cut 
through the limb with a circular sweep of a large knife. 
The bone is sawed at this same level. No skin or 
muscle flaps need be made, although, if time allows, 
large muscle flaps can be drawn together and sutured 
and provision made for drainage. If the patient sur- 
vives, secondary amputation follows. Skin traction 
with balanced weights prevents unnecessary shortening 
of the stump because of retraction. Ryan and his asso- 
ciates in the Navy? reviewed 769 patients with a total 
of 829 amputations, 757 of which were performed fol- 
lowing trauma. Of these, 570 were done by a guillotine 
technic, 45 by open-flap, and 214 by primary closure. 
Amputations of the upper extremity were necessary in 
261 or 31.5 per cent and of the lower extremity in 568 
or 68.5 per cent. 


HAND 


In an amputation of the hand, the surgeon should 
think of wound excision or débridement before ampu- 
tation, especially in that most important portion of the 
hand, the thumb. Two thirds of the functional value 
of a hand lies in the thumb. Any part of it is worth 
saving. If disarticulation of a finger will arrest infec- 
tion and protect the remainder of the hand, the loss of 
function of that finger is the lesser of the evils. 


For total removal of the index or little finger, a 
racquet incision is made to form a large lateral flap on 
the outer side for the index finger or the inner side for 
the little finger. For the former, the large flap extends 
almost an inch distal to the metacarpophalangeal joint. 
The racquet is completed by encircling the base of the 
finger with an incision through the interdigital cleft, 
and the disarticulation is completed. For the middle 
and ring fingers, a simple racquet incision is made to 
the bone with the handle beginning over the distal third 
of the dorsal surface of the metacarpal bone and drawn 
downward and forward around the finger on both sides 
and through the palmar crease. The tendons are tensed 
and divided and the finger hyperextended; the joint 
capsule is incised from its inner surface, and the lateral 
ligaments cut. If the finger can be preserved to the 
second joint, a racquet incision or a long palmar flap 
can be used. The joint is cut opposite the crease on 
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the palmar aspect and a little distal to the knuckle on 
the dorsal aspect. The extensor and flexor tendons 
are divided and stitched together over the head of the 
first phalanx to maintain full movement of the stump. 
The skin flaps are sutured. If the amputation includes 
only the terminal phalanx, insertions of the flexor and 
extensor tendons should be spared. 

Amputation through the wrist joint, though rarely 
indicated, can be done when none of the hand can be 
saved and enough skin is available for some flap con- 
struction. The tendons are divided slightly below the 
level of the joint line and the joint is disarticulated 
from the radial aspect. I have found amputation 
through the wrist joint objectionable since it is impos- 
sible to obtain a satisfactory functional prosthesis be- 
cause of the bulblike enlargement of the radius. 


UPPER EXTREMITY 


For amputation through the forearm, the arm is 
extended and either pronated or supinated. Skin flaps 
are short, circular modifications, fashioned from any 
available site. The muscles are divided and the interos- 
seous membrane is cut. Radius and ulna may be cut 
at the same time, while the arm is supine ; or ‘they may 
be cut separately, the radius first, while the arm is in 
midposition. To prevent uniting of radius and ulna, 
the muscles, front and back, should be drawn through 
between the bones and sutured. This guarantees main- 
tenance of pronation and supination. 

If amputation through the elbow joint is preferred, 
the arm is abducted and flexed to an angle of 130 de- 
grees. The projections of the condyles are covered by 
a large internal and a short external flap, made by a 
short vertical incision in the groove to the inner side of 
the prominence of the biceps tendon, exposing the 
brachial artery and median nerve which are divided and 
tied, after which the incision is curved downward, 
backward, and then up to the base of the olecranon 
process. The skin and fascia are lifted a half-inch and 
the knife inserted to the bone. The same method is 
used for a very short external flap. The triceps tendon 
is divided, the radiohumeral articulation defined and 
opened, and the disarticulation carried out. 

For amputation through the upper arm, the arm is 
held in abduction for the anterior incision and vertically 
for the posterior incision ; small skin flaps in front and 
back are prepared; the muscles, first the triceps behind 
and then the biceps in front, are divided circularly to 
the bone and retracted ; the deeper muscles are divided 
and retracted, and the bone is cut. A tourniquet is used, 
unless the level of the amputation is too high. In this 
eventuality, the vessels and nerves must be exposed and 
cut with a racquet incision. 

For amputation at the shoulder joint, the arm is 
abducted and rotated outward, skin and fascia are in- 
cised from the coracoid process down to the lowest end 
of the anterior axillary fold, then outward over the del- 
toid to the posterior axillary fold, and circled in and 
frontward to join the first vertical cut. The inner flap 
is reflected. The tendon in the pectoralis major muscle 
is located and divided. The pectoralis minor muscle, 
close to its point of attachment to the coracoid process, 
is divided. Axillary vessels and nerves are ligated and 
separated. The external skin flap is reflected, the del- 
toid cut to the bone, and the whole portion lifted to lay 
bare the joint. The humerus is turned inward to tense 
the supraspinatus, infraspinatus, and teres minor 
muscles, which are divided, and when the humerus is in 
external rotation, the subscapularis tendon is cut. The 
two biceps heads are incised to the fore of the joint. A 


cut is made into the capsule and the head of the hu- 
merus dislocated forward. It is best to divide the 
humerus at the anatomic neck so that the head re- 
mains in place. 


LOWER EXTREMITY 

Kessler’® described four basic amputations of the 
lower extremity as those used most frequently in 
World War II: Syme’s at the ankle, below-the-knee 
amputation, Stokes-Gritti’s, and above-the-knee am- 
putation. He states that in injuries other than malig- 
nant infection, for which guillotine amputation was 
used, the procedure was as follows: 

A circular incision was made through the skin and fascia 
at the most distal point of viable tissue. The flap was turned 
back as a complete cuff for about three inches. With a large 
amputation knife the remaining muscles were cut through as 
in the true guillotine amputation. The periosteum was incised 
at the level avoiding the stripping of the bone. The large ves- 
sels were double ligated with chromic gut, the nerves sharply 
divided without manipulation or injection and allowed to lie 
free in the intermuscular planes. The cuff of skin and fascia 
was then allowed to cover the open end of the stump and skin 
traction with moleskin strips was applied. By the procedure 
the healing period was shortened from six to eight weeks to 
two to three weeks. The skin closed rapidly so that skin graft- 
ing or wide excision of the scar at the time of revision was 
unnecessary. 

Feet.— 

Function of the foot is not affected much when the 
four outer toes are amputated, as long as the heads of 
the metatarsal bones are left. Weight bearing is de- 
pendent upon the first metatarsal bone and that part of 
the big toe should be saved, if possible. Disarticulation 
of a terminal phalanx of the toe is performed like the 
comparable operation on the finger, except for flap dis- 
section and opening of the joint, which, for the toe, is 
done on the plantar side. The same flaps for amputa- 
tion at the metatarsophalangeal joints as at the com- 
parable point in the fingers are recommended. The sur- 
geon should remember that an internal flap must have 
sufficient dimension to cover the large metatarsal bone 
of the great toe. Amputations through the tarsal bones 
are rarely used. Dorsal and plantar flaps fastened over 
removed portions of the metatarsal bones leave a serv- 
iceable stump for which no prosthesis is needed. If the 
foot has been rendered useless, Syme’s amputation may 
prove superior if the integument surrounding the heel 
is not injured. 

For Syme’s operation, the foot lies over the end 
of the table and is held, raised, and lowered by an 
assistant who faces the surgeon. An elliptical incision 
is cut 1 inch in front of the heel, anteriorly across the 
front of the ankle, inclining slightly upward, and pos- 
teriorly behind the tip of the internal malleolus, cross- 
ing the sole to a point % inch above the tip of the 
external malleolus. All the tissues are incised to the 
bone, and the ankle joint is opened. The lateral liga- 
ments are divided, the foot depressed, and the astraga- 
lus dislocated. The foot is depressed farther and the 
Achilles tendon and heel flap are cut from the os calcis, 
with the knife in close contact with the bone, so that the 
termination of the peroneal artery on the lateral aspect 
and the branch of the tibial artery on the medial aspect 
are unimpaired. These vessels enter the heel flap and 
must be preserved. The foot is removed, and the tibia 
and fibula are sawed %4 inch above the level of the 
joint. The anterior tibial blood vessels and the internal 
saphenous vein are ligated. Nerves are divided and 
reimplanted in a reverse direction in the intermuscular 
spaces. The plantar vessels are tied. The large pos- 
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terior tibial nerve is cut a little higher than the end of 
the bone. Tendons are shortened if necessary. Lateral 
drainage, at either end of the flap, is instituted for 24 
hours. 

Below the Knee.— 

Kessler’® described a good standard operation be- 
low the knee as follows: 

. the patient is placed on his face. Slightly unequal flaps are 
made with the anterior flap somewhat longer. The flaps are 
reflected and held in place with a single suture to avoid han- 
dling and retraction, The muscles are cut through somewhat 
obliquely in order to secure a graduated conical stump with a 
large knife. The interspace between the fibula and tibia is also 
cut through with the same knife. The tibia is incised in a 
circular manner and the periosteum stripped distally and sawed 
through. The fibula is treated in the same manner but is cut 
one inch shorter using a Gigli saw. The anterior crest of the 
tibia is bevelled. The nerves are carefully isolated, cut sharply 
and allowed to fall back into their intermuscular spaces without 
unnecessary traction, or manipulation, injection or other han- 
dling. The large vessels are seized, clamped and tied and the 
tourniquet removed. The remaining bleeding is controlled by 
pressure and hot laps or by electrocoagulation if available. The 
skin flaps are closed with interrupted sutures and drains in- 
serted for forty-eight hours. 

The Stokes-Gritti amputation at the knee joint 
utilizes a long anterior flap of the patella and all tissue 
to the joint and a short posterior flap of 2 or 3 cm., the 
incision starting across the tubercle of the tibia. Ham- 
string muscles are divided above their insertions. The 
patella is reflected, and the articular surface removed 
with a saw. The synovial membrane is excised. The 
femur is sawed at a point above the condyles where its 
diameter approximates the size of the patella, which is 
sutured in apposition with interrupted catgut through 
the trimmed fascia. The hamstring muscles and patellar 
ligament are sutured. The gracilis, sartorius, semi- 
tendinosus, and semimembranosus muscles and the 
biceps on the opposite side are measured and cut and 
sutured to the patellar tendon, where they counterbal- 
ance the quadriceps extensor. The success of this am- 
putation requires that the patella be firmly fused to the 
femur so that no tilt or lateral displacement will de- 
velop. The stump presents an excellent weight-bearing 
surface. 

LOWER THIGH 

If amputation through the lower third of the thigh 
is preferred, a U-shaped anterior flap is cut, its length 
slightly less than the anteroposterior plane of the limb 
after the bone is cut. This flap is raised and the quadri- 
ceps tendon cut and reflected. The posterior incision 
traverses the skin and fascia of the popliteal space to 
the ends of the frontal flap. All muscles are cut trans- 
versely to the bone, vessels are ligated, and nerves cut. 
The two popliteal and long saphenous nerves should be 
tied. The femur is cut 2% inches above the knee joint. 
Muscles are sutured together over the bone with the 
suture line on the posterior and the bone lying in the 
center of the muscular flap. 

MIDTHIGH 

If the midthigh level is chosen for the amputation, 

an elliptical incision is cut with the highest point lying 
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on the posterior surface, where the bone is to be cut 
through, and the lowest point in front, 6 to 8 inches 
down. A 3-inch skin flap on the front of the thigh is 
lifted. The knife is sloped through the muscles to the 
bone at the level where it is to be sawed in such a way 
that the amount of muscle for the flap increases. At the 
back of the thigh the skin is raised, the muscles are 
cut through to the bone and retracted, and the bone 
sawed. When the vessels have been secured, the tourni- 
quet is released and the muscles are sutured over the 
bone with mattress sutures. 

Bailey’ advocates a sleeve operation for amputa- 
tion through the thigh, when the femur has been frac- 
tured and the risk of surgery is extreme, because the 
bone need not be divided and shock is lessened appre- 
ciably. The operation consists of a circular amputation 
with separation of the soft-tissue attachments with the 
knife and Jones’ gouge until the lower segment of the 
limb can be withdrawn by rotary movements with a 
heavy bone forceps. The sleeve is left open and is filled 
with gauze. 

HIP JOINT 

For some few casualties amputation through the hip 
joint, despite the dangers and frequent fatalities, may 
be the only surgical choice. The stump from this ampu- 
tation is the pelvis covered with skin and subcutaneous 
tissue, unless the femoral head and a portion of the 
neck can be left, which makes the fitting of a prosthesis 
much easier. The patient is placed with his buttocks 
on the edge of the table with both legs projecting, but 
the good one is abducted and fastened securely. The 
incision begins at Poupart’s ligament and runs vertical- 
ly 3 to 4 inches down the line of the femoral vessels, 
which are then exposed and ligated as high as possible. 

The surgeon carries the incision obliquely around 
the inner side of the thigh about 4 inches below the 
perineum, then outward to a point below the base of 
the great trochanter, then across the back of the thigh 
to the origin of the incision. All along the line of the 
incision, skin and fascia are raised and the muscles on 
the outer side of the thigh are cut to the bone. The 
external circumflex artery is tied. The leg is lifted, so 
that the attachments of the gluteus and of all the 
muscles appended to the great trochanter can be sev- 
ered. Muscles behind and in the adductor region are so 
treated, and the internal circumflex artery is located 
and ligated. All muscle and periosteum are cleared 
from the femur, the most difficulty being encountered 
along the linea aspera. The joint is opened from the 
front, the head of the femur is dislocated from the 
acetabulum, and the ligamentum teres and remnants of 
the capsule are severed. 

CONCLUSION 

In utilizing the various possible type of amputa- 
tions, the surgeon wil! apply all the judgment and all 
the technic at his command, depending upon his own 


_ ingenuity to meet the crisis, if trauma is imposed upon 


great numbers of people who must be treated quickly. 
Basic types of amputations have been described here. 


712 South Pacific Ave. 
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Abdominal injuries may be classified as penetrat- 
ing or nonpenetrating.’ In military activities a pre- 
dominance of the penetrating type would be expected. 
In civilian life the two types are found to occur almost 
equally in number.? Variations may be expected in 
catastrophe. 

Therapy of abdominal injuries consists of, first, 
the alleviation of shock, and, second, the indicated 
surgical intervention. The injured have experienced 
considerable blood loss in many instances. It is best 
to start saline intravenous infusion® and then progress 
to plasma as soon as possible. This may support the 
patient until the correct type and amount of blood 
can be obtained. In cases of minimal trauma and im- 
pending shock, saline infusion, sedation, and close 
observation may be all that is required. More severe 
trauma requires sedation, plasma, and transfusions in 
quantity sufficient to obtain circulatory stability. 

During application of supportive care in non- 
penetrating wounds, it is mandatory to obtain a careful 
history and information relative to the particular type, 
direction, and strength of the blow. This information 
is of prime importance in attempting to evaluate the 
need for surgery. Careful physical examination is 
necessary to observe specific points of pain and areas 
of splinting. A silent abdomen indicates the proba- 
bility of continuing hemorrhage or spilling of gastric, 
intestinal, or bladder contents into the peritoneal sac. 

It is also necessary to observe orifices for pres- 
ence of blood or absence of normal product. In sus- 
pected injury of the large intestine, proctoscopic or 
sigmoidoscopic examination may be indicated to look 
for blood or wounds in the observable areas. Urine 
should be examined for the determination of volume 
and for the presence of blood, Absence of urine may 
indicate disruption of bladder, kidneys, or ureters. 
Careful notation of increasing abdominal distress and 
spreading rigidity should be made. 

X-ray examination of the abdomen with the 
patient in the upright position (with due consideration 
for the patient’s state of shock) should be done to 
determine the presence or absence of air under the 
diaphragm, indicating a penetration of a hollow viscus, 
stomach, or intestine. If a large amount of blood or 
other fluid is being lost from an intra-abdominal struc- 
ture, a roentgenogram may indicate pooling of blood 
or fluid in the pelvic area, giving a clue to necessity 
for surgical intervention. 

In wounds of the penetrating variety, probing and 
digital exploration must be avoided. It is not wise 
to use packs to contain arterial bleeding; the best pro- 
cedure is to clamp and tie presenting points of hemor- 
rhage, which may facilitate correction of the shock 
picture. Probe examination of abdominal wounds may 
be done in the operating room where preparation is 
made for surgical exploration. 

In any case of penetrating wound of the abdomen 
or where there is suspicion that a hollow viscus has 
been ruptured, a gastric or intestinal drainage tube 
should be installed to decompress the stomach. This 
helps to prevent further loss of intestinal content into 
the abdomen and regurgitation and aspiration of ma- 
terial which might complicate the anesthetic procedure 
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and cause the death of the patient who might otherwise 
survive. Any patients suspected of having material in 
the stomach, which might be regurgitated during anes- 
thesia, should have a gastric drainage tube placed. 

Surgical care of abdominal wounds should be 
undertaken whenever reasonable doubt exists regard- 
ing damaged structures. The surgical approach is 
determined by localizing signs. In most instances the 
right or left paramedian or rectus incision may be 
extended up or down to obtain adequate exposure of 
the traumatized areas. Where possible, the incision 
should include the area of penetration. If the peri- 
toneum has not been perforated, it may not be neces- 
sary to open the abdomen. If the peritoneum has been 
penetrated, the abdomen should be opened and a 
careful exploration done. During abdominal explora- 
tion all obvious vascular injuries, including the 
mesenteric arteries and veins, lesser and greater 
omental vessels, liver and spleen, should be repaired 
first, to decrease the shock tendency. Survival time 
is often too short to permit repair of damaged great 
vessels, Splenic rupture necessitates extirpation.‘ 
Procrastination by attempting to repair small ruptured 
areas invites death by delayed hemorrhage. Liver rup- 
ture requires heavy mattress sutures to close major 
defects, using such aids as omental tampons or ab- 
sorbable packs to support suture lines. When all 
vascular injuries are controlled by suture-ligature, 
careful examination of the gastrointestinal, biliary, and 
pancreatic systems should proceed. 

The gastrocolic omentum may be opened to ex- 
plore for posterior perforation of the stomach. Rents 
and perforations of the stomach should be closed by 
the routine layer method. Injuries to the pylorus or 
duodenum may require gastroenterostomy in asso- 
ciation with repair of the defects. Injuries to the 
gallbladder may require cholecystectomy or repair of 
the gallbladder with drainage. Common duct injuries 
may require anastomosis or repair in the usual manner 
using a T-tube or catheter splint. Pancreatic injuries 
are a likely occurrence. The capsule and gland should 
be repaired and drainage established.* Fistula may 
occur but usually closes in time. Mesenteric trauma 
or intestinal trauma with perforation may yield vari- 
able areas of traumatized or devascularized tissue. 
Small areas may be repaired in the usual manner 
by layer closure, with due care to prevent narrowing 
of the lumen and secondary intestinal obstruction. In 
areas of questionable reparability or viability, intes- 
tinal resection with end-to-end or side-to-side anasto- 
mosis is to be preferred. All mesenteric defects 
should be repaired to prevent the possibility of internal 
herniation. 

Injuries to the large bowel present special prob- 
lems of contamination. The bowel should be carefully 
explored. Mobilization of areas with fixed mesenteric 
attachments or retroperitoneal placement should be 
undertaken if reasonable doubt exists as to integrity 
of the segment. Small areas of injury may be closed 
in layers and proximal colostomy established. Larger 
areas of damage may require right or left hemi- 
colectomy. Rectal injuries sometimes require proximal 
colostomy and pararectal drainage. 
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Other structures which may be injured include 
kidneys, ureters, and bladder. Most injuries to kidneys 
and renal pelvis yield to simple suture closure and 
adequate flank drainage. Ureters may be repaired in 
the usual manner and extraperitoneal drainage estab- 
lished. Bladder perforations and tears are repaired 
by layer closure and drainage established. Drainage 
is a prime requisite in abdominal trauma problems. 

Postoperative care includes gastrointestinal de- 
compression by gastric drainage or intestinal drainage 
tubes until continuity is proved. Adequate transfu- 
sions are needed to maintain blood volume and proteins 


OCULAR TRAUMA—BLASDEL 


Journal A.O.A. 
March, 1954 


for healing. Parenteral fluids with electrolytes are 
necessary to replace fluid and electrolytes lost through 
intubation, drainage from established fistulae, urina- 
tion, and insensible fluid loss. Antibiotics or chemo- 
therapeutic agents should be administered in accord- 
ance with standard practice and judgment of the 
surgeon. Culture identification of contaminants should 
be done. Early ambulation, another application of the 
osteopathic concept, facilitates circulation and healing, 
thus shortening the convalescence period. 


5306 N. Figueroa St. 
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If we are called upon to treat a great number of 
injured people in a limited time as in case of a bombing 
attack or other great emergency, it would be well to 
have a few basic principles in mind of what to do and, 
sometimes more important, what not to do. 

Eye injuries may be classified as (1) injuries from 
solid bodies, which include superficial and deep abra- 
sions and foreign bodies; lacerations of the lids, con- 
junctiva, cornea, and sclera; and contusions of the 
orbital rim or the eyeball itself; and (2) burns, which 
may be thermal, chemical, or radiation burns. 

From statistics gathered in the recent war about 80 
per cent of ocular injuries can be completely handled 
by the initial emergency treatment. The remaining 20 
per cent need to be treated by an ophthalmologist. In 
injuries caused by foreign bodies, which comprise the 
greatest number of injuries, the following routine is 
very satisfactory. 

First, a brief history is obtained to determine the 
nature of the injury. Then after gross debridement, 
topical Pontocaine 0.5 per cent should be administered 
in the amount of 3 or 4 drops. Cocaine should not be 
used because of its softening and damaging effects to 
the cornea. When the patient is free of pain the extent 
of injury should be determined and a decision made 
as to whether the injury is one of the 80 per cent to 
be handled by first aid or one of the 20 per cent requir- 
ing the care of an ophthalmologist. If the injury in- 
volves deep lacerations of choroid or iris or vitreous 
spill or presents evidence of perforating injuries, the 
eye should be bandaged and the patient referred to an 
ophthalmologist after being given adequate doses of 
penicillin or other antibiotics and sedation or treatment 
for shock as indicated. 

If the above-mentioned conditions do not exist 
then the entire area should be cleaned thoroughly with 
green soap, flushed with 1:5,000 solution of bichloride 
of mercury, and more Pontocaine administered. By this 
time the area will be clean and the patient relatively 
free of pain. A wet swab will be adequate to remove 
protruding corneal objects and conjunctival foreign 
bodies. 

If a large abrasion or extensive corneal damage 
exists, atropinization is necessary. If at all possible 
this should be left to the discretion of an ophthalmolo- 


gist because of the danger of subsequent glaucoma, 
particularly in older people. Corneal damage more 
often causes permanent eye injury than all other ocular 
trauma combined. Foreign bodies in the cornea should 
be removed with a spud or a hypodermic needle being 
held as a spud. Foreign bodies should always be re- 
moved from below upward. There is good reason for 
this, for an involuntary movement of the eye while the 
operator is working is always in an upward direc- 
tion. If one is working from above downward such 
an involuntary upward rotation can be greatly damag- 
ing by forcing the eye into the probe, whereas, when 
working from below upward this same involuntary mo- 
tion simply pulls the eye away from the cutting instru- 
ment. It is not wise to attempt immediate removal of 
a rust ring remaining after the removal of a corneal 
object as it causes excessive corneal damage unneces- 
sarily. After 24 to 48 hours the ring will usually dis- 
appear, and if it still remains, careful local application 
of trichloracetic acid on a swab will soften and re- 
move it. 

Perforating injuries of the eye carry a very great 
risk to the preservation of sight in the damaged eye. 
Perforations are caused by glass, wood, magnetic iron, 
and other metals. To avoid encapsulation perforating 
bodies must be removed early, which means anywhere 
up to 24 hours. Some items are tolerated better than 
others. Glass is tolerated best of all. Sometimes iron 
can be tolerated. Because of their electrolytic action on 
body tissues copper and brass are never tolerated and 
must be removed even if it requires removal of the eye. 

Chemical injuries and burns, which include all 
those caused by chemicals, plaster, acids, alkalis, et 
cetera, comprise a great number of. ocular accidents. 
The treatment is outlined as follows: Do not neutralize 
the chemical agent responsible for the burn. This prac- 
tice is obsolete and dangerous. The speed of initial care 
is most important, and even seconds count from the 
time of the initial injury. Irrigate with copious amounts 
of water in a bucket or eye bath, or any manner to get 
the water in generous amounts in contact with the eye. 
Then Pontocaine should be instilled, and I again em- 
phasize that cocaine should not be used because of its 
damaging effect on corneal tissue. After Pontocaine 
instillation the eye should again be irrigated, with boric 
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acid solution if possible. If this solution is not avail- 
able, normal saline or plain water should be used. After 
irrigating generously for about 10 minutes, the cornea 
should be stained with fluorescein. If the cornea takes 
the stain it means there is damage. A search should be 
made for any foreign debris and any found should be 
removed carefully. The eye should be atropinized. The 
use of ophthalmic Hydrosulphosol has had a great deal 
of publicity in recent years and still more recently the 
value of it has been questioned. However, in my own 
experience, I have had good results with this prepara- 
tion and will continue to use it until something better is 
available. It is applied to the burned area and a pres- 
sure bandage placed over the eye, which should be re- 
dressed every 24 hours. In the past year ophthalmic 
Hydrocortone has come into active use. It is very ef- 
fective alone or in conjunction with Hydrosulphosol. 
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Penetrating and concussion injuries of the chest 
may be divided anatomically into extrathoracic and 
intrathoracic involvements. The former requires no 
extensive treatment except that which might be given 
to similar injuries elsewhere on the body. However, it 
must be kept in mind at all times that even with com- 
paratively minor external wounds, extensive internal 
damage can be present. In general, it may be said that 
in any case where the symptom picture of a chest wall 
wound is completely disproportionate to the injury, 
chest content involvement should be suspected and the 
treatment procedure carried out accordingly. 

Penetrating wounds may be classified as those pro- 
duced by bullet, shrapnel, knife, bayonet, or flying de- 
bris; occasionally fractured ribs can be placed in this 
category. Concussion of the chest is as a general rule 
produced by direct external trauma or by the sudden 
air expansion which accompanies explosions. The first 
type, if accompanied by extensive rib fractures, is 
termed a crush injury. The latter type is termed a 
blast injury and often occurs with no external signs of 
injury. Because of the lack of external evidence, this 
latter injury is the most dangerous type encountered 
and may involve not only the rib cage itself, but also 
all or part of the thoracic viscera. It is in these cases 
that the symptom picture is out of proportion to the 
external findings. 


DIAGNOSIS 


The findings, excluding those of pain and external 
bleeding, are disturbances of cardiorespiratory func- 
tion, usually present in direct ratio to the severity of 
the injury. Generally, the patient is in a state of shock 
and is likely to be unconscious, thus placing the entire 
burden of differential diagnosis upon the examiner. 
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Even a severe corneal burn treated adequately and 
early will heal in 48 hours with the type of treatment I 
have described. If there is corneal damage that fails to 
heal in 48 hours a conjunctival flap should be elevated 
and placed over the burn to protect the corneal tissue. 
CONCLUSION 
As in all cases of trauma, skillful management ot 
eye injuries begins with careful diagnosis of the prob- 
lem presented. The simplest method of treatment that 
is adequate is usually the best. Many permanently dam- 
aged eyes are due to overzealous treatment at the time 
of injury. 
I hope these comments will be of value in case we 
are required to administer emergency treatment after 
bombing attacks or other disaster. 


736 S. Flower St. 
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His success will depend upon his knowledge of physi- 
ologic diagnosis and of the anatomic relationships of the 
thoracic viscera and cage. 

If there is no specific cardiac injury, the symp- 
toms are initially those of pneumonia combined with 
those of pneumothorax, hemothorax, or hemopneumo- 
thorax. These include dyspnea, cyanosis, diminished 
or absent breath sounds and chest excursion, dullness 
on percussion, and possibly bloody sputum. Variable 
emphysema is also noted. It is often possible to de- 
termine the fluid level by auscultation or percussion 
and, with an open wound (open pneumothorax), detect 
the so-called “sucking wound.” Palpation will disclose 
the flail chest resulting from multiple rib fractures. 
Should air or blood continue to accumulate after com- 
plete lung deflation (tension pneumothorax), the medi- 
astinum will be displaced, the opposite lung and the 
heart will be compressed, and anoxia will result which, 
if not relieved, will end in death of the patient. The 
open pneumothorax if allowed to continue produces a 
pendulum movement of air, which tends to move the 
heart and mediastinum from side to side resulting in 
the so-called mediastinal flapping. This also produces 
cardiac insufficiency and severe anoxia. 

If cardiac damage is present and the pericardial 
sac is untorn or the laceration plugged, percussion gives 
evidence of hemopericardium or cardiac tamponade 
and such signs as severe dyspnea, cyanosis, and lividity 
are produced. Abdominal rigidity sometimes occurs 
even when the abdomen itself is not involved. With 
cardiac laceration or tear, auscultation shows muffled, 
unusual, or distant heart sounds, and it is said that 
occasionally the blood can be heard to spurt at each 
cardiac systole. In all cases the pulse volume is di- 
minished and is usually rapid, feeble, and irregular ; 
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to put it simply a picture of shock is present. The 
shock picture in heart injuries is, as a rule, more pro- 
found than in respiratory damage alone. However, 
it may be stated that in most severe chest trauma, 
cardiac and respiratory damage or malfunction is co- 
existent. 

MANAGEMENT 

In the immediate management of thoracic injuries, 
the timely application of a few simple first aid measures 
will often determine whether the patient will live or 
die. The measures comprise controlling external hem- 
orrhage by firm pads and strapping; sealing of open 
pneumothorax with an occlusion pad, vaseline gauze, 
and strapping; immobilization of flail chest by means 
of firm strapping around the affected hemithorax ; or 
relieving tension pneumothorax by aspirating the con- 
tents with a needle. Oxygen will be required by the 
majority of patients and it is important to see that it is 
supplied efficiently and sufficiently. Sedation in the 
form of morphine sulfate or Demerol in sufficient 
dosage should be given and repeated as necessary, as 
relieving pain and anxiety is mandatory for the general 
well-being of the patient. However, in the presence of 
cyanosis or bronchial secretions, extreme caution 
should be observed in the use of both of these drugs. 

Transfusions of blood or plasma are always re- 
quired, and it has been proved that there is little danger 
of overloading the circulation and producing pulmonary 
edema if they are giver cautiously. The exception to 
this procedure is in blast injuries. Patients with blast 
injuries should not be given transfusions, except in 
cases of massive blood loss, because transfusion has 
been found, through experimentation, to increase pre- 
existing pulmonary petechial hemorrhages. 

Bronchial aspirations should be employed in all 
cases where the natural cough mechanism does not ef- 
fectively remove secretions. 

In regard to transportation, a patient with a chest 
injury usually travels better within the first 24 to 36 
hours than later. In other words, patients should be 
moved after the relief from shock and before the de- 
velopment of complications. 

The preliminary use of chemotherapy and anti- 
biotics in massive doses, orally or by injections, is indi- 
cated as a first aid measure. The value of local applica- 
tion of these agents as a first aid measure is debatable, 
and in my opinion they should not be used because of 
their tendency to produce further irritation, tissue 
damage, and possible sensitivity. However, at the time 
of surgical intervention, following the removal of all 
devitalized tissue, their use in the form of irrigations 
and/or implantation is, I feel, practical and logical. 

It is during the initial stage of treatment that 
the brunt of the problem rests heavily upon the shoul- 
ders of the physician in attendance. The determination 
of the nature and extent of the injuries sustained, 
while often difficult in the early stages, is of extreme 
importance, as the whole approach to the subsequent 
treatment is usually based on this early assessment. It 
is, therefore, imperative that the physician (1) evaluate 
the patient’s cardiorespiratory physiologic state (for 
example, cyanosis, dyspnea, and venous engorgement) ; 
(2) make an accurate appraisal of external wounds 
(including the track that any missile may have taken 
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within the body, open or sucking types, rib fractures, 
et cetera); (3) determine the physical signs which, 
although relatively few at this stage, include position 
of the mediastinum; presence or absence of dullness 
or hyper-resonance; and the presence, absence, or 
diminution of breath or cardiac sounds. 

Skiagrams should be obtained in the erect position 
as soon as possible after injury for evaluation in respect 
to: (1) retained foreign bodies; (2) damage to the 
bony cage; (3) state of the lung, whether aerated or 
atelectic, expanded or callapsed; and (4) contents of 
the pleural cavity. These films are of great importance 
as a comparative aid in the final determination of 
treatment, whether surgical or conservative. 

The answer to the question of whether conserva- 
tive or operative treatment should be utilized in the 
early stages will depend on the experience of the ex- 
aminer and the facilities at hand. Surgery within the 
pleura should not be attempted unless the surgeon is 
prepared to cope with any and all of the problems he 
may encounter. In general, it may be stated that major 
thoracotomies should not be undertaken except by ex- 
perienced surgical teams with adequate equipment. 
Without such facilities, it is far wiser to pursue a con- 
servative course. 

A simple treatment guide may, therefore, be pre- 
sented in relation to wound classification. It is as fol- 
lows: 

1. Injuries which should be treated conservatively : 

a. Crush injuries. 

b. Blast injuries. 

c. Small nonsucking penetrating wounds with 
or without hemothorax. 

d. Cardiac wounds not associated with tampo- 
nade or massive hemorrhage. 

2. Injuries requiring major surgical care within 
first 48 hours and after adequate shock therapy : 

a. Sucking wounds. 

b. Extensive wounds in association with frag- 
mentation of ribs. 

c. Large retained foreign bodies, extrinsic or 
intrinsic in origin. 

d. Persistent, intrapleural, intrapericardial, bron- 
chial, or external hemorrhage. 

3. Injuries requiring later surgical care: 

a. Clotted hemothorax. 
b. Diaphragmatic hernias. 
c. Foreign bodies causing persistent symptoms. 
d. Septic complications in the lung or pleura 
not responding to adequate aspirations and medicinal 
therapy. 
CONCLUSION 

It has not been the purpose of this paper to direct 
or dictate treatment of traumatic chest injuries, but 
rather to stimulate thought in the matter of emergency 
first aid and diagnosis. Following the dictates of the 
old saying concerning skillful neglect and watchful ex- 
pectancy is, I feel, mandatory in the proper care and 
treatment of thoracic injuries. A little common sense, 
well applied, will save more lives than it loses. I, there- 
fore, again admonish you not to be “knife happy” but 
sensibly hesitant not only for the betterment of your 
patient, but also for the sake of your own conscience. 
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Urologic Trauma 


LUCIUS B. FAIRES, D.O., D.Se., F.A.C.O.S. 
Hollywood, Calif. 


This paper will add very little to your knowledge 
in “on-the-spot” handling of injuries to the urological 
tract, but calling your attention to the varied types of 
injuries and the importance of early recognition of pos- 
sible severe renal hemorrhage or urinary extravasation 
from a ruptured bladder may aid you in making an 
intelligent segregation of patients for priority trans- 
portation to a base hospital. 

Urinary injuries incurred in war are so often 
closely concerned with injury to the surrounding tis- 
sues that their recognition may be difficult. Exact 
diagnosis can be made in many cases only at hospitals 
equipped with instruments of precision. In disaster 
areas and combat zones the element of shock and the 
lack of adequate facilities are such that only the simpler 
methods of diagnosis can be employed. 

External evidence of injury to the kidney, bladder, 
and urethra should be watched for routinely. Insertion 
of a urethral catheter, with careful aseptic precautions, 
may be indicated if the patient is unable to void urine 
freely, or to determine the existence of residual urine 
or hematuria which otherwise might not be obvious. 
During surgical procedures for intra-abdominal lesions, 
careful inspection for evidence of injury to the kidney, 
ureter, and bladder should be a routine procedure." 

Injuries of the urinary tract may be divided into 
two general groups, namely, penetrating and crushing, 
with or without superficial lacerations. As mentioned 
above, these injuries are rarely confined to the urinary 
tract, but will almost always be associated with injuries 
to other organs and tissues. 


RENAL INJURIES 


Injuries of the kidney, the most important of 
which is rupture, may be caused by concussion as well 
as by direct trauma. If the rupture is intracapsular 
the symptoms may be slight and recovery will follow 
without interference. In rupture of the kidney sub- 
stance involving the capsule and/or the pedicle the im- 
mediate and serious problem is shock andshemorrhage. 
Absence of blood in the urine in no way rules out in- 
jury to the kidney as there may be a complete block or 
severance of the ureter. 


Penetrating wounds of the kidney produced by 
small objects, which cause only slight hemorrhage and 
do not interfere with the normal drainage from the 
kidney, need little consideration until the patient 
reaches a base hospital where complete diagnostic fa- 
cilities are available. 


The general surgical team will be called upon to 
handle most of the cases of severe hemorrhage and 
shock due to renal injury. During abdominal explora- 
tion careful palpation of the kidneys should be carried 
out. If evidence of a posterior peritoneal mass is found, 
but the damage seems slight, surgical exploration should 
be postponed. However, if the damage seems serious, 


exploration should be made at once through a second 
incision in the posterior lateral route rather than by the 
transabdominal route. Transabdominal access to the 
kidney opens a field which is readily contaminated from 
intestinal injuries and also provides poor drainage for 
the renal fossa. 

In treating wounds of the kidney there are three 
principal surgical procedures to consider : 

1. Drainage of the renal fossa. 

2. Partial nephrectomy with repair of the injured 

kidney. 

3. Nephrectomy. 

In speaking of these procedures let me point out that 
nephrectomy should always be postponed if at all pos- 
sible, that is, where loss of blood can be controlled 
without ligation of the main blood supply to the kidney. 
A patient who has rupture involving the entire vascular 
pedicle rarely reaches the operating table in a condition 
suitable for operation. 

General systemic care to prevent renal failure 
should be instituted early in all crushing injuries 
whether the kidneys have been involved or not. By- 
waters® advises establishment of good alkaline diuresis 
as soon and as rapidly as possible even before treat- 
ment of shock or of the local lesion. After renal 
failure has occurred, intravenous administration of 
fluids and diuretic drugs is of little value—usually it 
only increases the edema. 


BLADDER INJURIES 


If the bladder is full at the time of concussion or 
a crushing accident it may be ruptured. It is often 
penetrated by particles of bone in pelvic fracture and 
is subject to penetration by foreign objects in wounds 
caused by explosion and gunfire. Rupture of the blad- 
der may be intraperitoneal, extraperitoneal, or both, 

Rupture of the bladder is an emergency of the 
first magnitude. Diagnosis must be made and treat- 
ment instituted within a few hours. Exploration is 
justified when history and findings indicate rupture 
even if the diagnosis has not been definitely established. 

The establishment of suprapubic drainage at the 
earliest moment is of the utmost importance in all cases 
of rupture of the bladder, whether intraperitoneal or 
extraperitoneal. Drainage of the abdominal, prevesical, 
and even the perineal regions may be needed in addi- 
tion to cystostomy if extravasation has involved these 
areas. 

URETERAL INJURIES 

The ureter is seldom injured except in deeply 
penetrating massive lacerations involving the intestine 
and other abdominal viscera. Ureteral injuries are 
mentioned here only to call attention to their possibility 
when exploring and repairing other viscera. 
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The Hand 


DONALD M. DONISTHORPE, 
Los 


Hand surgery is perhaps one of the most neglected 
of all fields. Not only is the importance of injuries 
of the hand not properly appreciated, but interest is 
not widespread. ['rom the standpoint of the patient, 
this lack of interest probably stems from the fact 
that hand wounds are usually not impressive and sel- 
dom cause death. From the standpoint of the doctor, 
surgery of the hand requires arduous and careful work 
and requires not only an understanding of the prin- 
ciples of surgery but also a knowledge of anatomy. 


The hand, the most useful and the most vulnerable 
member of the human body, is subject to a great 
variety of injuries which generally are first seen and 
first cared for by the physician most readily available. 
Upon this doctor rests the responsibility for the prompt 
and accurate diagnosis of the injury sustained, and 
upon his judgment the eventual outcome largely de- 
pends. The first attending surgeon’s original manage- 
ment of the situation is the most important single 
factor in determining whether the injury will be 
speedily healed with early restoration of maximum 
usefulness or whether disabling deformities or com- 
plications will ultimately result. 


Usually, minor injuries of the hand, so often 
neglected by the patient, come under the doctor’s ob- 
servation only when the invasive and destructive effects 
of infection are already well established. Therefore, 
he must be trained to recognize at once the extent 
and seriousness of the trouble and to deal with it with 
good practical and scientific judgment and skill. 

Severe mutilating injuries of the hand are in 
wartime, unfortunatetly, not rare. Any severe trauma 
may result in loss of fingers, part of the hand, or 
the whole hand. Explosions, crushing injuries, and 
mangling are frequently responsible for serious struc- 
tural damage to the hand which presents to the surgeon 
problems which tax his ingenuity. He will, however, 
be guided by three principles in his solution of these 
problems: (1) combating infections, (2) promotion 
of healing, and (3) conservation of tissue. 

The first principle, combating infections, consists 
of avoiding further contamination in the application 
of the first dressing, the early adequate treatment of 
the wound, meticulous care and asepsis in the cleansing 
of the surrounding area and of the wound itself, and 
in the careful débridement of all devitalized tissue. 

The second principle, promotion of healing, is 
concerned with such measures as may be safely taken 
for closure and early or late covering of denuded 
surfaces and with appropriate dressing and aftercare 
of the wound, which involve protection of the injured 
tissues, assuring asepsis, and immobilization for com- 
plete rest by appropriate splinting or traction in the 
correct position. 

The third principle, conservation of tissue, is 
fundamentally involved in the other two. All tissue 
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in the hand which may be safely retained, in accord- 
ance with the first two principles, should be spared 
and protected. No tissue should be sacrificed to speed 
healing for the purpose of saving time. In approaching 
major injuries of the hand, the question often arises 
whether or not to hasten recovery and restoration of 
use at the expense of lost tissue. It is held by some 
surgeons that early return to productive activity is 
the deciding factor. Every part of the hand and every 
useful fraction of an inch of finger that can be pre- 
served increase the hand’s efficiency to a definite de- 
gree. Therefore, it is my opinion that the possible 
preservation of efficiency should never be jeopardized 
for the sake of a shortened convalescence—particularly 
in a patient whose livelihood, not only at the moment 
but through all his active years, depends upon the 
usefulness of his hands. It is a shortsighted policy 
indeed which will save a few days or weeks of time 
at the cost of impaired efficiency throughout life. 
Tendons, nerves, joint capsules, and bony structures 
may, any or all, be involved in each forceful trauma 
to the hands. The future function of the parts de- 
pends upon proper care of these structures. 


The question will arise in the minds of many 
surgeons as to the proper procedure regarding pri- 
mary or secondary repair, especially in respect to 
tendon severance. If the wound is clean, and few 
are; if the loss of tissue is at a minimum; and if 
the time elapsed since the injury is not more than 
6 hours; then, if the proper instruments, lights, mate- 
rials, and aseptic surroundings are available and the 
surgeon’s time is not a problem, then and only then 
should a primary tendon repair be attempted. Fre- 
quently it is safer to cleanse properly, conserve tissue, 
splint and allow the parts to heal, and later under 
ideal conditions and with plenty of time go about 
the business of secondary repair and reconstruction. 

Skin grafting, pedicle flaps, and other types of 
skin transfer are very useful in the care of trauma 
to the hands. Immediate pedicle or split-thickness 
grafts may be the means of conserving parts that 
otherwise would be lost for lack of integument or 
crippled due to excessive scar tissue. 


The antibiotic drugs and gas gangrene and tetanus 
anti-serums are useful adjuncts in the care of hand 
injuries and should be a part of every emergency 
supply kit. Dressing materials, slings, splints, plaster, 
and medications are all used in the treatment of hand 
injuries and a good supply must be available. 

CONCLUSION 

It has been the purpose of this paper, not to pre- 
sent a detailed discussion of the many specific types 
of injuries and an outline of treatment for each, but 
to cite principles which should be the surgeon’s guide 
in handling injuries to the hand. 
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THE SURGICAL NUMBER 


All of the original articles in this issue of THE 
JOURNAL were presented at the Twenty-Sixth Annual 
Clinical Assembly of the American College of Osteo- 
pathic Surgeons held in Los Angeles from October 18 
to 22, 1953. The unusual number of papers suitable 
for publication made it mandatory that an entire issue 
of THE JouRNAL be devoted to them, instead of the 
usual supplement. The wide range of subjects and the 
variety of approaches to them make these papers valu- 
able for all osteopathic practitioners. 

Dr. J. Willoughby Howe, Hollywood, California, 
president-elect of the College, was program chairman 
for the meeting from which the papers originated. 

The Editorial Committee is as follows: Dr. Don 
E. Ranney, Detroit, chairman; and Drs. Leonard C. 
Nagel, Cleveland, K. George Tomajan, Boston, Leo R. 
Conley, Columbus, Ohio, and Benjamin Greenburg, 
Los Angeles. 

' Dr. James O. Watson, Columbus, Ohio, presided 
at the 1953 meeting. The present officers are: Dr. 
James M. Eaton, Philadelphia, president; Dr. J. Gor- 
don Hatfield, Los Angeles, vice president ; Dr. Charles 
L. Ballinger, Toledo, Ohio, secretary-treasurer. 


FIFTIETH ANNUAL CONGRESS ON 
MEDICAL EDUCATION AND LICENSURE 
The Fiftieth Annual Congress on Medical Educa- 

tion and Licensure, held in Chicago last month, was of 
more than usual significance to all individuals and or- 
ganizations interested in medical education and the 
licensure of physicians. Despite its minority status 
numerically, osteopathy has majority status in the field 
of medical education, and by licensure in a majority of 
states and territories. The Congress consisted of 3 
days of meetings and discussions, of which the major 
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part was taken up by the Federation of State Medical 
Boards of the United States, and another portion by 
the Council on Medical Education and Hospitals of the 
American Medical Association. 

The opening roll call of the Congress indicated that 
a large percentage of members of state medical boards 
was present; the Tennessee State Board of Medical 
Examiners alone is not affiliated with the Federation. 
Included in the membership are fifteen states that have 
composite boards, that is, boards with both doctors of 
osteopathy and doctors of medicine as members. Of 
the composite boards, osteopathic members were regis- 
tered from Colorado, Kentucky, New York, Oregon, 
South Dakota, Texas, and Wisconsin. Osteopathic 
members of the basic science boards of Colorado and 
New Mexico were also present. Osteopathic member- 
ship in the Federation and participation in the Congress 
has limited itself to representatives from those states 
that possess composite boards, since the Federation in 
its majority is an organization of licensing bodies 
whose membership is made up of doctors of medicine. 
This excludes osteopathic representatives from those 
states that have separate licensing boards for the osteo- 
pathic profession, which are composed only of doctors 
of osteopathy. No osteopathic representatives were 
present from states which have osteopathic examiners 
serving as consultants to the medical boards. 


An organization of licensing bodies composed of 
representatives of both unlimited schools of medicine 
is a matter of public interest. The Federation of State 
Medical Boards of the United States and the annual 
Congress on Medical Education and Licensure have 
as their high objective the improvement of healing art 
education and licensure. The attendance and participa- 
tion of doctors of osteopathy from states having com- 
posite boards is becoming more than a responsibility ; it 
is a duty involving the promotion of public health. 
Those doctors of osteopathy who were present at the 
meeting deserve special commendation. It is the studied 
opinion of osteopathic observers present that our pro- 
fession’s attendance as members of this Congress 
should approach its total eligibility as rapidly as pos- 
sible. The attendance of osteopathic members is prima 
facie evidence to other professions that we by-pass no 
opportunity to assume our share of public responsi- 
bility. 

The Congress was conducted in an attitude of 
friendliness and cooperation to the degree that all the 
participants met their peers upon a personal and pro- 
fessional level consistent with the objectives of the 
Federation and the Congress. There were many in- 
formal discussions among doctors of osteopathy and 
doctors of medicine who were members of licensing 
boards, colleges of medicine, and medical institutions, 
and all in a natural and unforced atmosphere. These 
annual meetings, although sponsored by the American 
Medical Association, are the only occasions when rep- 
resentatives of allopathic and osteopathic medicine meet 
together in a common membership, motivated by a 
common interest. It is an occasion when the American 
Medical Association appears to recognize that its obli- 
gation to public welfare comes first, and it should be 
properly commended for its enlightened attitude in this 
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matter. The occasion reflects a breadth commonly 
shown by higher caliber doctors of medicine, but rarely 
evinced by the Association in its official actions. 


One portion of the program was seized upon by 
the Chicago press as presenting sensational news value, 
made plausible by the language of several doctors of 
medicine who played into the hands of the journalists. 
As a result, newspaper headlines proclaimed, ‘“M.D., 
Osteopath Tangle over ‘Cult’ Charges,” and “Renew 
Dispute on Osteopathy.” The occasion for this unto- 
ward publicity was a paper read by a former secretary 
of the Nebraska Board of Medical Examiners, entitled 
on the printed program, “Is Osteopathy a Cult?” and 
retitled upon presentation, “Is Osteopathy Still a 
Cult?” It was unfortunate from the point of view of 
its author that all of the other papers gave ample evi- 
dence of careful preparation based on logical mar- 
shalling of related facts, with conclusions derived from 
an objective analysis of the evidence presented. 

“Is Osteopathy a Cult?” as a subject demanded 
that its author should define his understanding and 
usage of the word “cult.”” Since the word has an emo- 
tional connotation, treatment of the subject should have 
been highly objective, historical in approach, and rich 
in sources related to the social milieu in which the so- 
called “cult” had its origin. The subject demanded a 
developmental interpretation and evaluation. Modify 
the subject to establish a premise, as the author did, 
and its presentation becomes more difficult, requiring 
not only a historical, but a dialectical approach. 


The author, however, appeared interested only in 
presenting those parts of the A.M.A. 1953 Report of 
the Committee for the Study of the Relations between 
Osteopathy and Medicine which would give credence 
to his own premise that osteopathy is a cult and which 
would counter the recommendations of the Committee, 
Four other doctors of medicine discussed the paper 
from the floor but without an apparent judiciousness, 
and with considerable display of emotion. Impartial 
observers concluded that much heat and little light were 
thrown by those who participated. 


Osteopathic members of the Federation present 
considered it entirely unnecessary to make a reply to 
the paper. Several discussants, however, made mis- 
statements of facts relating to inspection of osteopathic 
colleges by licensing boards. An osteopathic member 
of the Colorado Board of Medical Examiners—a com- 
posite board—thereupon asked the presiding officer for 
the floor, and his request was courteously granted. He 
corrected the misstatement, pointing out that licensing 


boards under legal authority and appropriate conditions . 


are welcome to visit and inspect osteopathic colleges. 
He suggested that haggling and a feeling of acrimony 
between the two professions were not in the best inter- 
ests of the public health of the nation. His remarks 
were well received and he was given a round of ap- 
plause when he took his seat. The entire performance 
suggested that a small faction in the Congress was in- 
terested in discrediting the osteopathic profession at 
this particular time. The paper and its discussion ap- 
peared to arouse little interest and seemingly had little 
effect upon the Congress as a whole, many of whose 
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members did not bother to sit in upon this particular 
part of the program. 


Among the many excellent papers two related to 
standards of medical education were especially signifi- 
cant. The dean of Columbia University College o/ 
Physicians and Surgeons spoke on “The Educationa! 
Component of Medical Licensure,” reviewing the de 
velopment of medical practice from the time of th: 
ancient Greeks to the present. He pointed out the ne 
cessity for a single educational standard for licensure 
of physicians. He called attention to the influx of 
graduates of foreign medical schools into the United 
States which has resulted in multiple standards for 
licensure. The secretary of the New York Board of 
Medical Examiners in further emphasis of the relation 
between education and licensure presented a paper 
which dealt specifically with the problem of the grad- 
uate from abroad, giving a comprehensive and detailed 
report on the “Evaluation of Credentials Submitted by 
Foreign Medical Graduates.” 

These two papers were authoritatively supple- 
mental. The Congress was informed that there are 
more than 500 foreign medical schools throughout the 
world, which for the most part since World War II 
present no equivalence in training to that received by 
students attending schools of medicine in the United 
States. One of the medical schools in Paris, France, 
alone is estimated to have 7,000 students. Didactic in- 
struction is the rule in these schools and some of them 
were said not to have changed their curriculum in 50 
years. 

It was pointed out that as early as 1939 disintegra- 
tion of foreign medical schools began, resulting in a 
destruction so complete that only their reputation has 
survived. English medical schools alone have weath- 
ered the holocaust. Infiltration of graduates of these 
quasi-medical schools into the United States began 
more than a decade ago and is now reaching such a 
peak that the speakers agreed that it constitutes a 
menace to medical standards in this country. It was 
shown that graduates of foreign medical schools enter- 
ing the state of New York now total more than the 
entrances of graduates of approved medical schools. 
One out of every four internships in that state is 
filled by an alien physician, a matter of moment, since 
one-sixth of the A.M.A. approved internships are lo- 
cated in hospitals in New York. In New Jersey ap- 
proximately 48 per cent of the interns are graduates 
of foreign medical schools. Admittedly, the problem 
is so serious as possibly to bring medicine back to the 
level it occupied at the turn of the century. 


The speakers dealing with the problem of the 
foreign medical graduates were agreed that at present 
each foreign applicant must be judged on his individual 
merits. Some of these foreign physicians are well 
trained, are of great capacity, and have made distin- 
guished contributions to medicine, and they should not 
be lost to American medicine. But the situation as it 


exists constitutes a threat to the long-sought objec- 
tives of the Congress. 

During the past year an important study on the 
“Essentials of a Modern Medical Practice Act” was 
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undertaken by a Committee of the Federation appoint- 
ed for that purpose. The study revealed that as early 

as 1909 efforts had been made to prepare a model act, 

but due to lack of agreement no further attempts had 

been made until 1953. The Committee’s report revealed 

that the first medical laws requiring an examination of 

applicants to practice medicine were passed by the 

States of Mississippi and Utah-in 1882, and the last 

state to pass such a law was Oklahoma in 1908. Uni- 

formity in medical laws is still almost completely lack- 

ing, and the variations range from no requirement for 
preprofessional education to no one examination sub- 
ject occurring in all state laws. Little uniformity of 
ground for revocation of license was found, nor were 
there common standards set up for the moral charac- 
ter of licensed physicians. In many states appointments 
to the Medical Board are made without control or ad- 
vice by medical groups; some boards have members 
other than physicians; and in many there are no re- 
quirements for the member’s fitness to serve on the 
board. Reciprocity laws have widely varying provi- 
sions. 

As a result of the study the Committee on the 
Essentials for a Modern Medical Practice Act recom- 
mended that a Uniform Medical Practice Act be draft- 
ed after further study and that this model act be 
submitted to the next annual meeting of the Federation 
(February 1955). It was conceded that uniformity in 
medical practice acts could never be achieved at the 
expense of state rights. The Committee recommended, 
therefore, that state and territorial medical examining 
boards, deans of medical schools, and other interested 
groups be contacted by means of a questionnaire which 
would seek information on provisions which such or- 
ganizations and groups felt should be included in any 
Uniform Medical Practice Act. The Committee seemed 
very conscious of the rights of the sovereign states to 
regulate the practice of medicine and wanted to make 

sure that it would not make difficulties for its suggested 
program by creating hostility in the states themselves. 
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All the recommendations were adopted by the Federa- 
tion. 

There were other papers of importance given and 
significant reports made, especially one relating to 
licensure problems in which it was contended that the 
establishment of any new basic science laws in states 
which do not have them be discouraged and that those 
now active be revoked. A more specifically detailed re- 
port of the Congress will be found in the columns of 
the Department of Public Affairs under the Bureau of 
Public Education on Health in this issue of Tne Jour- 
NAL. Its careful study is advised. 


Osteopathic education is more than 60 years old 
and osteopathic licensure covers almost as long a span 
-actually the lifetime of the profession. Through edu- 
cation and licensure the profession sought from its 
earliest beginnings to safeguard the public which 
turned to it for health care. It has based its claim for 
practice rights upon educational standards consistent 
with the emerging and developing standards of medi- 
cine generally. Practice rights in certain instances have 
lagged and continue to lag far behind the educational 
standards of the profession, working an injustice both 
upon individuals and the public which the profession 
is prepared to serve without limitation in health care. 


Osteopathic medicine supports every advance in 
medical education and supports every move to protect 
public welfare through adequate licensure. It welcomes 
such uniformity in practice acts as will guarantee better 
medical care and offer additional protection to the pub- 
lic from the charlatan and the quack, literate or illit- 
erate. The profession is proud of the unlimited prac- 
tice rights granted it by so many states, a right founded 
upon valid and acceptable educational standards that 
are not questioned by unprejudiced and informed au- 
thorities. It is duty bound to safeguard those rights 
and will do so zealously, but it will work cooperatively 
with every agency whose demonstrable interests are 
wider than vested rights conceived as special privileges. 


Notes and 


Comments 


“Meetings” are an integral and necessary part of 
the successful functioning of medical groups—clinics, 
hospitals, and hospital staffs reaching out to take in 
boards of trustees, auxiliaries, and community health 
projects that are related to the service of these institu- 
tions. Yet meetings are apt to be innumerable in quan- 
tity and interminable in length. Designed to remove the 
curse that afflicts large and small meetings, the newly 
created American College of Osteopathic Hospital Ad- 
ministrators has issued the first number of its guide 
series, “Better Discussion Methods,” covering such 
topics as how to set the stage for an efficient meeting, 
how to keep a meeting on the right track, and how to 
evaluate the worth of a meeting just finished. The 
Guide’s ten mimeographed pages are a mine of valuable 
information culled from five sources and the broad ex- 
perience of its author. Distribution is to the fellows, 
members, and nominees for the College from the head- 


quarters of the College at 1013 Kahl Building, Daven- 
port, Iowa. This material is invaluable to anyone 
charged with the successful conduct of a meeting. 

* * * 

All physicians will acclaim the Antivivisection So- 
ciety for its abandonment of its former policy of cate- 
gorical opposition to scientific studies involving ani- 
mals. The society’s new magazine, The National Maga- 
zine, the first issue of which was available in January, 
announced the new policy. An editorial statement on 
the new policy said in part: 

Today great numbers of antivivisectionists hope that their 
way of thinking has come somewhat of age. On the one hand, 
they are aware that certain phases of animal experimentation 
do not cause pain—and on the other hand they know that many 
honest medical men have come to feel that at least the worst 
of vivisectional procedures ought to be halted forthwith, 


Dr. A. J. Carlson, Frank P. Hixon Distinguished 
Service professor emeritus and president of the Na- 
tional Society for Medical Research, stated that 
N.S.M.R. was in complete agreement that there should 
be absolutely no cruelty in animal experimentation. He 
pointed out that scientists have long been interested in 
doing practical things to improve the care and treat- 
ment of laboratory animals. The American Osteopathic 
Association is one of more than 200 scientific and civic 
organizations associated with N.S.M.R. in a positive 
program to bring the truth about medical research to 
the public. All doctors should be sufficiently informed 
about that movement to enlighten their patients. Too 
many humane societies have been antivivisectionist 
dominated even though many of their members were 
not averse to the saving of condemned animals for 
scientific study. 


x * 


Attention of osteopathic physicians interested in 
the more technical aspects of physical medicine will 
wish to read two short practical and most informative 
articles in the December, 1953, issue of the Archives 
of Physical Medicine and Rehabilitation. Otto Glasser, 
Ph.D., of the Cleveland Clinic Foundation, writes on 
“A Medical Physicist Looks at Physical Medicine.” In 
relation to ultrasonic energy in dosages as now sup- 
plied, Dr. Glasser points out that there is no definite 
indication that it produces any specific biologic effects. 
There are indications that ultrasonic energy increases 
tissue temperatures and is therefore useful in treating 
conditions which are beneficially influenced by dia- 
thermy. The second article is by Justus F. Lehmann, 
M.D., of the Mayo Foundation, writing on “The Pres- 
ent Status of Ultrasonic Therapy.” He points out that 
it is his observation that knowledge of the biophysical 
mode of action of this type of therapy is necessary in 
order for the physician to apply ultrasonic radiation 
safely. The results of the therapeutic effects of ultra- 
sonic energy need further investigation and evaluation. 
The articles should be read in their entirety. 


x 


A new technic, corrective surgical planing of the 
skin, developed by Abner Kurtin, M.D., a New York 
dermatologist, for restoring scarred faces and other 
areas to near normal has been described by James 
Stover, D.O., in a personal communication. Linear 
scars so often seen following car accidents and surgery, 
smallpox and chicken pox marks, burn scars, horny 
growths such as warts, wrinkles, tattoos, some moles, 
port-wine stains, the disfiguring pits and scars follow- 
ing acne, and even superficial malignant skin tumors, 
all respond 60 to 80 per cent and better to this new 
method of plastic planing. 


The importance of this new type of surgery, be- 
sides the actual end-results, lies in the fact that it is 
entirely an office procedure, thus avoiding hospitaliza- 
tion. It is less time consuming and less expensive than 
more usual procedures, and no general anesthesia is 
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required. The danger of silica granulomas, which 
often occur after use of the sandpaper technic, is 
avoided. 

The plane is a motor-driven brush of stainless 
steel wire, disk shaped like a dentist’s buffer, rotating 
at 12,000 r.p.m. Following chilling by a chemical ice 
pack, the scarred surface is frozen by a spray of ethyl 
chloride and an air current directed by a special blower. 
The frozen skin remains rigid and insensitive while 
the powered brush removes the top layers. The field is 
bloodless, permitting exact and delicate work. When 
thawing takes place a slight oozing of blood and serum 
begins. Dry gauze dressings are applied and the patient 
is sent home; thereafter he changes his own dressings. 
In about 3 days a dry crust appears and further dress- 
ings are not necessary. Healing is usually complete in 
about a week with new soft, pliable, pinkish skin. 
Normal color returns in a few weeks. A single planing 
may suffice for the average case. However, the pro- 
cedure may be repeated after 4 to 6 weeks. 

The original technic was described by Dr. Kurtin 
in the “Archives of Dermatology and Syphilology,” 
October, 1953. Dr. Stover has recently had the oppor- 
tunity to spend time with Dr. Kurtin in New York 
observing and learning his technic. 


The United States Public Health Service has an- 
nounced a competitive examination for appointment of 
Medical Officers to the Regular Corps of the Service 
will be held on June 1, 2, and 3, 1954. Examinations 
will be held at a number of points throughout the Unit- 
ed States, located as centrally as possible in relation to 
the homes of the candidates. Applications must be re- 
ceived no later than April 30, 1954. Application forms 
and additional information may be obtained by writing 
to the Chief, Division of Personnel, Public Health 
Service, Department of Health, Education, and Wel- 
fare, Washington 25, D.C. 


This column reported in the February, 1954, issue 
the publication of an article in Euclides by Reinhard 
H. Beutner, Ph.D., entitled “The Intra-Lipoidal Origin 
of the Nerve Action Potential Through Reversible 
Phosphatide Splitting.”” Dr. Beutner’s status is that of 
Associate Professor of Pharmacology at the Des 
Moines Still College of Osteopathy and Surgery. Wil- 
liam F. Hewitt, Jr., Ph.D., is Professor of Physiology 
and Chairman of the Department of Physiology and 
Pharmacology. 


x * 


A small but noteworthy series of achievements 
can be credited to clinical medical research in 1953. Dr. 
Ludwik Gross (VA Hospital, Bronx, N.Y.) demon- 
strated that leukemia is probably caused by a virus. 
... The Wellcome Research Laboratories discovered 
that 6-mercapto-purine causes acute leukemia to disap- 
pear temporarily. The drug has been tested at The 
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Sloan-Kettering Institute for Cancer. If it does not 
cure it prolongs life for a short period. . . . Dr. Jonas 
Salk, whose poliomyelitis vaccine is to be tested on a 
large scale this year, has recorded a new vaccine said 
to protect against all types of influenza for 2 years. 
Studies have been made on thousands of cases—not 
deemed enough for full proof. . . . Drs. Christian B. 
Afinsen, Edwin Boyle, Joseph Bragdon, and Ray K. 
Brown, all of the National Heart Institute, made the 
important discovery in 1953 that a clearing factor that 
dispels the cloudiness that follows in blood after the 
consumption of a fatty meal, can be synthetically pro- 
duced in large amounts. This may be of importance in 
the treatment of arteriosclerosis and coronary disease, 
the courses of both of which are influenced by fats 
which have not been adequately metabolized by the 
body. A team of Columbia University scientists under 
the direction of Dr. Charles Glenn King has made a 
related discovery in that vitamin C has been proved to 
regulate the rate at which cholesterol is formed. 


* 


The September and December issues of the 
Journat referred to Public Health Service Research 
Fellowships which are awarded by the Public Health 
Service for the purpose of developing competent re- 
search workers in health problems related to the medi- 
cal sciences. These fellowships are now confined to the 
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postdoctorate level so that persons holding a bachelor’s 
or master’s degree are no longer eligible. A postdoc- 
torate research fellowship can be awarded to qualified 
persons holding a doctor’s degree in medicine—which 
of course, includes doctors of osteopathy—dentistry, 
and related fields. 


The relatively few anaphylactic fatalities follow- 
ing the use of penicillin could be reduced further if 
the antibiotic were entirely withheld from patients 
afflicted with bronchial asthma or showing other types 
of allergic response to sensitizing substances—this was 
the consensus among authorities speaking at a 3-day 
symposium on antibiotics held in Washington at the 
end of the year. A note of warning to the general 
physician was sounded by Dr. Maxwell Finland, Bos- 
ton City Hospital, who said: “The busy practitioner is 
particularly desirous of having some major weapon 
on which he can always rely to be successful in all 
types of infections, and which would thus relieve him 
of the responsibility and trouble involved in the com- 
plicated or even simple diagnostic procedures. . . . The 
discriminate choice of therapeutic agents only on the 
basis of proper indication and proved efficacy for the 
desired purpose, though perhaps more difficult to prac- 
tice, may in the long run be less disappointing and 
more rewarding.” 


R. C. MeCAUGHAN, D.O. 


BYLAWS 


(The following proposed amendment is published at the 
direction of the Board of Trustees on recommendation of the 
Committee on Membership Approval.) 


Article II—Membership 


Amend Section 6 by adding thereto a parenthetical sentence 
to read as follows: “(Effective June 1, 1956, Section 6 above 
shall be rescinded and deleted.)” 

(The following proposed amendment is published at the 
direction of the Board of Trustees on recommendation of the 
Executive Secretary.) 


Article VI—Elections 


Amend Section 1 by adding thereto as the last sentence, 
“Membership in the A.O.A. and in one of its divisional so- 
cieties shall be a requisite for qualification for any officer 
or for any member of any department, division, bureau or 
committee of the Association, however selected, if the in- 
cumbent shall be a Doctor of Osteopathy.” 

(The following proposed amendment is published at the 
direction of the Board of Trustees in order to carry out its 
already established policy that the President shall be an ex- 
officio member of all committees.) 


Article VII—Duties of Officers 


Amend Section 1 by adding thereto, at the end of the 
paragraph, a new sentence to read as follows: “He shall be 


Executive Secretary 


an ex-officio member of all departments, divisions, bureaus 
and committees of the Association.” 

(The following proposed amendment is published on rec- 
ommendation of the Connecticut Osteopathic Association, and 
with the approval of the Board of Trustees and the House 
of Delegates.) 


Article IX—Departments, Bureaus, Committees, 
and Sections 

Amend Section 4 by adding thereto as a new paragraph 
the following: 

“Membership in the Association and in one of its divi- 
sional societies shall be a requisite for qualification for any 
officer and any chairman or member of any department, 
division, bureau, or committee of the Association and for any 
other elected or appointed person within the operating mechan- 
ism of the Association, if the incumbent shall be a Doctor 
of Osteopathy.” 


CODE OF ETHICS 


(The following proposed amendment is recommended by 
the Board of Trustees of the Association.) 


Chapter II. Article V.—Differences Between Physicians 


Amend Section 1 by adding thereto, at the end of the 
section, the following sentence: “The commission of libel or 
slander by one member of the profession against another is 
unethical.” 
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FIFTIETH ANNUAL CONGRESS ON 
MEDICAL EDUCATION AND LICENSURE 


The Fiftieth Annual Congress on Medical Education and 
Licensure was held in Chicago on February 7, 8, and 9, 1954, 
under the joint sponsorship of the Federation of State Medical 
Boards of the United States, the Council on Medical Educa- 
tion and Hospitals of the American Medical Association, and 
the Advisory Board for Medical Specialties. The meetings of 
the Congress are open to physicians and other persons inter- 
ested in medical education. 

In attendance at the Annual Congress were members of 
the various medical licensing boards, representatives of medi- 
cal colleges, and other persons representing groups or organi- 
zations interested in the education and licensure of physicians 
and surgeons. Doctors of osteopathy present represented the 
composite medical licensing or examining boards of the follow- 
ing states: Colorado, C. Robert Starks and Cecil C. Thorpe; 
Kentucky, Carl J. Johnson; New York, John R. Pike; Oregon, 
David E. Reid; South Dakota, James H. Cheney; Texas, R. H. 
Peterson; and Wisconsin, E. C. Murphy. Two doctors of os- 
teopathy representing state basic science boards were also pres- 
ent: Esther Starks, Colorado; and Lawrence C. Boatman, New 
Mexico. The attendance of these doctors at the meetings con- 
stituted an important contribution of time and effort. Their 
presence will, however, help them to serve better as members 
of state boards. The administration of a state licensing law is 
the primary function of a state board and the carrying out of 
this function requires members to possess considerable knowl- 
edge of and information on national problems relating to edu- 
cation and licensure as well as matters pertinent to the law of 
each state. The program of the Annual Congress is one of the 
best sources of such information available. , 

Approximately one-half of the annual program is presented 
by the Federation of State Medical Boards of the United 
States. Walter L. Bierring, M.D., Des Moines, Iowa, is the 
long time secretary-treasurer of the Federation and also editor 
of the Federation Bulletin. Two of the most interesting sub- 
jects on the agenda presented by the Federation were the re- 
ports submitted by the chairmen of two committees which have, 
over the past year, been studying problems relating to the 
licensure of physicians and surgeons. 

One of these reports was submitted by Bruce Underwood, 
M.D., Commissioner of Health of Kentucky, who is the 
chairman of the Committee on Essentials of a Modern Medical 
Practice Act appointed by the Federation. Membership of 
this committee is composed of members of medical licensing 
boards. The members in addition to Bruce Underwood, M.D., 
of Kentucky, chairman, are J. Earl McIntyre, M.D., Michigan; 
Walter E. Vest, M.D., West Virginia; S. M. Pointdexter, 
M.D., Idaho; Creighton Barker, M.D., Connecticut ; and Homer 


L. Pearson, M.D., Florida. George R. Buck, M.D., Colorado, - 


was added to the membership of the Committee at this meeting. 
This Committee reported as follows regarding the need for a 
modern medical practice act: 


Your committee believes that our federation should draft a uniform 
medical practice act that could be used as a guide by the states in 
revising existing medical practice acts. Each state would retain its own 
rights and prerogatives in any future revision of its medical practice 
act either to conform with the uniform act or not to conform with it 
as might be desired by each individual state. It seems to us that since 
all medical schools in the United States have become fairly uniform 
and have substantially the same curriculum that there is a need now 
more than ever before for a greater degree of uniformity in the legis- 
lation that governs the practice of medicine in the several states. We 
believe that a uniform medical practice act is urgently needed and that 
our federation should draft it. We also recognize the need for pro- 
ceeding slowly and with due caution in all the many factors inyolved. 


Los Angeles 


The committee submitted the following recommendations 
which were adopted at the official business meeting of the 
Rederation : 

(1) That a committee to draft a Uniform Medical Practice Act be 
appointed. 

(2) That a questionnaire be sent to all the members of the state 
and territorial Medical Examining Boards, Deans of each Medical 
School and to such other interested persons who, in the opinion of the 
committee, might be of assistance. _ 

(3) That the committee be instructed to present back to this fed- 

eration, at its next annual meeting, a proposed draft of a Uniform 
Medical Practice Act for further consideration. 
The same Committee, therefore, will report back to the Fed- 
eration of State Medical Boards of the United States in ac- 
cordance with the above recommendations at its next annual 
meeting which will take place during the next Annual Congress 
on Medical Education and Licensure in February, 1955. 

The second report of a Committee which was of particular 
interest to persons concerned with the licensure of physicians 
and surgeons was the Report of the Joint Committee on Li- 
censure. This Committee is composed of members representing 
the Association of American Medical Colleges, Federation of 
State Medical Boards of the United States, and the Council 
on Medical Education and Hospitals of the American Medical 
Association. The General Chairman of the Committee is Carl 
A. Doan, M.D., Dean of Ohio State University College of 
Medicine. The Joint Committee has now submitted three re- 
ports to the organizations which it represents. In these reports 
many subjects pertaining to the education and licensure of 
physicians and surgeons have been covered and recommenda- 
tions made concerning them. The subject most fully discussed 
in these reports is that of basic science laws. In its original 
report the Joint Committee adopted eight recommendations to 
send back to their respective organizations, one of which is as 
follows: 

7. A very considerable opposition to the present basic science law 
requirements for licensure and reciprocity was apparent among those 
on this committee. It was strongly felt that the original objectives were 
no longer being served and that all such state laws should be repealed 
or reinterpreted. 

A subcommittee of the Joint Committee on Licensure sub- 
mitted to the Joint Committee a report documenting the validity 
of recommendation No. 7. This documentation which has been 
referred to as Appendix A To The Supplemental Report of 
the Joint Committee on Licensure was adopted by the Joint 
Committee on Licensure. This documentation reads as follows : 

At a meeting in Chicago in February, 1953 and again in Atlantic 
City, October 25, 1953, serious consideration was given to the present 
usefulness of the Basic Science Boards, and whether their original 
objectives are now being served. The initial activating purpose of the 
Basic Science Boards was to broaden the foundations and to raise the 
educational standards for all who aspire to practice any one of the 
healing arts. 

In 1925, Connecticut and Wisconsin were the first states to enact 
legislation requiring all practitioners of the healing arts to take and pass 
an examination demonstrating a working knowledge of the underlying 
sciences upon which health is based. Other states have since followed 
with similar legislation until now a Basic Science certificate is prere- 
quisite for medical licensure in 19 states, the District of Columbia and 
Alaska. Commendable as may have been the objectives of Basic Science 
laws as originally conceived, the actual results have not been those 
which were anticipated. Instead, we find the following: 

(1) The total numbers of practitioners of osteopathy, chiropractic 
and naturopathy, have actually increased. For example, in one state the 
number of registered chiropractors increased from 492 in 1940 to 747 
in 1950, an increase of 50 per cent in ten years. A substantial per- 
centage of these men who in general have not had quality education 
in the basic sciences, have nevertheless passed the basic science exam- 
ing Boards—60 per cent of 12,112 examined in 1927 to 1952. The 
application of these laws has not therefore been successful in insuring 
that all practitioners of the healing arts are adequately prepared in the 
Basic Sciences. 

(2) Qualified physicians have been discouraged from entering 
practice in states with Basic Science laws. Although the examinations 
usually are more of a nuisance than an embarrassment to recent medical 
graduates, those who have been in practice for a number of years, find 
the burden of review work for the examinations often too great to un- 
dertake. There is abundant evidence that this has happened with an 
adverse effect at times on the distribution of physicians to areas of need. 

These factual results have raised once again for reevaluation the 
objectives of the Basic Science examinations and their relationship to the 
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philosophy of medical education and teaching practices today. The pur- 
pose of the examinations is to insure, if possible, reasonable knowledge 
and adequate training in the Basic Sciences prerequisite to the practice 
of Medicine. It appears clear that these examinations can be passed by 
those who study intensively for them, irrespective of the quality of the 
education and training presumed to have been attained. It is also 
known that men adequately trained and possessing reasonable knowledge 
may practice Medicine effectively for years, though not retaining the de- 
tailed information required for repassing such an examination, This 
may explain why many cultists can pass the examination, while many 
adequately trained, capable and reputable physicians may be reluctant 
to choose to take the examinations if they have been in practice for a 
number of years. 

Most important, however, is the educational trend to abolish the 
arbitrary distinction between the Basic Sciences and clinical medicine, in 
order to achieve a well integrated and continuous medical educational 
full-rounded experience over 4 years. This has been emphasized in the 
report of the findings in this year’s Institute on the teaching of Pharma- 
cology, Physiology and Biochemistry. 

In view of these considerations, it is the recommendation of your 
Committee on Licensure, that the establishment of any new basic science 
iaws in states which do not now have them should be discouraged; that 
basic science laws in the states where they now exist should be revoked, 
and that in a continuing effort to achieve the worthy objectives for 
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which these laws were originally intended, conside:ation should be given 
to the following: (a) Greater weight to the quality of education and 
training received in the basic sciences by the applicant, and (b) a wider 
use of Part I of the National Board Examinations as a measurement 
of knowledge in the Sciences basic to clinical medicine. 


This recommendation and its documentation constitute an 
important and significant change in attitude on the part of the 
representatives serving on the Joint Committee on Licensure 
regarding basic science laws. While the recommendations of 
the Joint Committee are advisory only and are not binding upon 
the individual states, it seems obvious nonetheless that the 
above recommendation will have a significant effect upon the 
continued existence of basic science laws and upon any pro- 
posals to enact new basic science laws in the future. 

The above discussed subjects are only a few of those in- 
cluded in the agenda of the Annual Congress on Medical 
Education and Licensure. To persons interested, however, in 
the licensure of physicians and surgeons they are of consid- 
erable interest and may have important effects upon public 
health laws of this type in the future. 


Current Medical Literature 


THE USE OF COMPOUND F (HYDROCORTONE) IN 
OPERATIVE AND NON-OPERATIVE CONDITIONS 
OF THE HAND 


Impressive preliminary results following injection of com- 


pound F in hand conditions are reported by Lot D. Howard, 
Jr., M.D., and others in The Journal of Bone and Joint Sur- 
gery, October, 1953. 


Compound F, which is a synthesized adrenal cortical hor- . 


mone, 17-hydroxycorticosterone-21-acetate, differs from com- 
pound E (cortisone) only in substitution of the hydroxy radi- 
cal for the oxygen radical. The physiologic properties of com- 
pound F are the same as those of cortisone, but compound F 
is believed to be about 50 per cent more powerful. The action 
of both is believed to be basically the same. Compound F 
produces local relief at the tissue level without generalized 
systemic effects and inhibits inflammatory reactions when in- 
jected in small amounts intra-articularly. These are its princi- 
pal advantages over compound E and should make it the ideal 
supplement for operative and nonoperative conditions of the 
hand. 


The authors administered compound F to seventy patients 
with hand conditions. The dosage was empirical but ranged 
from 0.1 to 0.5 ce. in most cases. In nonoperative conditions 
injection was made at the site of the lesion; in operative cases 
the drug was injected into the space of the operative wound 
after closure. 

Ten of eleven patients with tenosynovitis were improved 
following compound F therapy. One was unimproved. In gen- 
eral, response to treatment was the same regardless of the 
location of the involvement: Pain stopped and swelling sub- 
sided within 12 to 24 hours. 


Eleven of twelve patients treated for trigger finger were 
improved; one remained unimproved. No complications oc- 
curred. All patients treated without operation were relieved 
of pain; of those on whom operation was performed, pain was 
relieved or was minimal. 

All three patients with de Quervain’s tenosynovitis showed 
improvement without complications. It is believed that the 
two patients treated without operation may have recurrences 
and in time require surgery, but symptomatic relief apparently 
occurs shortly after injection of compound F. 

After injection of compound F one patient with hard 
dorsal edema of the hand was improved; the second was unim- 
proved. No complications occurred. 

All five patients treated for ganglion were unimproved ; 
four were treated without operation. 

Both patients receiving injections for rheumatoid arthritis 
were improved. Neither was operated on; there were no com- 
plications. Neither patient is considered cured. 

Three patients with osteoarthritis were treated nonopera- 


tively. All showed improvement, and there were no complica- 
tions. 


All nine patients treated for Dupuytren’s contracture were 
improved. Two small postoperative hematomas occurred which 
may not necessarily have been due to compound F, although 
they are listed as complications of treatment. 

Six patients on whom tendon-freeing operations were per- 
formed were improved. A complication occurred in one case 
in which osteotomy was done at the same time. In all cases 
there was minimal postoperative pain and reaction, thus per- 
mitting earlier exercise of the freed tendon. 

All four patients undergoing tendon suture remained un- 
improved; one complication occurred. 

Compound F in the wounds of nine reconstructive opera- 
tions seemed to minimize postoperative pain and swelling. A 
small hematoma occurred in the palm of a patient who had 
undergone nerve and tendon repair. 

Four patients treated for miscellaneous hand conditions 
were improved. There were no complications in this group. 


SURGICAL PATHOLOGY OF THE COLONIC STOMA 


Adoption of a program of long-range care to prevent com- 
plications of the colonic stoma is suggested by Guy L. Kratzer, 
M.D., in Surgery, Gynecology and Obstetrics, January, 1954. 


Retraction of the colonic stoma is usually caused by re- 
moving the retaining clamp or other support before healing 
has taken place, or it is caused by insufficient mobilization of 
the bowel. The bowel should extend at least 114 inches above 
the skin surface without undue tension. In a single-barrelled 
colostomy it should be kept in that position for at least 8 days 
and in a loop colostomy, for at least 2 weeks. The average 
colonic stoma will not need opening before 48 hours; if it 
should be necessary, it may be opened anytime after 4 hours 
postoperatively without disturbing the clamp or glass rod since 
the peritoneal cavity is sealed off by this time. The wound 
should be protected with Vaseline gauze. Mineral oil is given 
by mouth if necessary; diarrhea can be controlled with aspirin 
or paregoric. The wound should be exposed to light and air 
twice each day. Retraction which takes place several weeks or 
months after surgery will require a minor plastic procedure 
to elevate the bowel. 


Adequate opening of the bowel, frequent dilatations for at 
least 3 months after colostomy, and occasional inspection for 
several years should prevent contraction of the stoma. If con- 
traction occurs, the fibrous skin band is severed as an office 
procedure, and dilatations are performed as needed. 


432 


Prolapse of one or more coats of the bowel, which oc- 
curs more frequently as a complication of double-barrelled 
colostomy, may usually be prevented by bringing out the bowel 
loop so as to have the proximal limb under slight tension. 
Simple circular amputation of the mucosa followed with inter- 
rupted sutures may be sufficient. In the more severe type of 
prolapse, transection of the bowel will be necessary. 

Herniation of muscles immediately surrounding a colonic 
stoma can be avoided by bringing the bowel through a sep- 
arate small muscle-splitting incision. The incision should be 
just large enough to admit the bowel without danger of 
strangulation. If repair is necessary, the procedure for any in- 
cisional hernia is followed. 

Superficial fistulas which do not close spontaneously may 
be managed in the same way that anal fistulas are managed. 
Deep fistulas require transection of the involved bowel and 
bringing out of the mobilized segment just as in the original 
operation. 


Ulceration and hemorrhage can be prevented by placing 
the opening so as to facilitate fitting of an applicance. Hemor- 
rhage should be controlled by ligation. 

Fecal impaction can be prevented by proper bowel hy- 
giene. Irrigation or instillation of mineral oil is the proper 
treatment. 

Mucous or fecal fistula usually heals spontaneously. As- 
sociated retraction usually requires surgical elevation of the 
stoma. 

Herniation of a loop of small bowel along the side of the 
colonic stoma can be prevented by adhering to the rule that 
the space between the abdominal wall and bowel should be 
just large enough to admit the tip of the index finger. Ab- 
dominal support aided by adhesive straps should be used in 
the immediate postoperative period. Immediate minimal sur- 
gery, with packing and pressure bandages, is the only treat- 
ment. Local anesthesia is preferred. 

Intestinal obstruction precipitated by a loop of small 
bowl caught in the space between the stoma and the parietal 
peritoneum can be eliminated by closing this area at the time 
of operation. 

If necrosis of part or all of the bowel used as the colonic 
stoma occurs proximally beyond the skin level, the incision 
must be reopened and enough viable bowel mobilized to serve 
as the stoma. 


DIAGNOSIS AND MANAGEMENT OF ACUTE PANCREATITIS 
IN GERIATRIC PATIENTS 


Thirty-one acute pancreatitis patients over 65 years of age 
provide the data for an article by Brock E. Brush, M.D., and 
his associates in the Journal of the American Geriatrics So- 
ciety, November, 1953. 

Increased pressure in the pancreatic duct, whether due to 
obstruction at the bile papilla from stone or cicatricial con- 
traction or to obstruction in the pancreatic duct from stone 
or metaplasia, appears to be the etiologic factor. Biliary tract 
disease has so frequently been observed in cases of pancreatic 
disease that it is regarded as important in the etiology. 

Usually the outstanding clinical feature is the severity of 
pain, some relief of which can often be obtained by sitting 
up and leaning forward. The onset of the pain is sudden. 
Pain is most pronounced in the midepigastrium and is often 
transmitted to the back. Nausea and vomiting occur early in 
90 per cent of the patients. The degree of shock varies with 
the severity of the disease. Clinical jaundice has been reported 
in one fourth of all patients, but in the series described, it 
occurred in 45 per cent of patients over 65. Edema of the 
pancreas and hemorrhage into the peritoneal cavity may occur. 

The elevation of the blood diastase level is the chief con- 
firmatory diagnostic finding. Tests for the blood diastase level 
should be made frequently for elevation often does not occur 
until several hours after onset of the disease, and as a rule 
the level returns rapidly to normal after 2 or 3 days. High 
levels occur in other abdominal conditions, but a level higher 
than 280 per cent of normal when combined with a history 
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indicative of acute pancreatitis is diagnostic. Later in the 
disease a high lipase level is important in diagnosis. 

In the differential diagnosis acute cholecystitis, penetrating 
or perforated ulcer, intestinal obstruction, coronary disease, 
and mesenteric thrombosis must be considered since they may 
assume the appearance of late acute pancreatitis. 


Management of acute pancreatitis should be directed 
toward relieving pain, reducing pancreatic secretory activity, 
preventing infection and peritonitis, controlling diabetes if 
present, and correcting fluid and electrolyte balance in order 
to prevent shock and maintain a satisfactory urinary output. 

Pain may best be relieved with Demerol, atropine, or 
Banthine. Continuous gastric suction relieves gastric disten- 
tion and reduces acid and gastric secretions entering the 
duodenum to a minimum. Continuous massive abdominal 
stupes often aid in reduction of abdominal distress and pro- 
motion of comfort. Paravertebral sympathetic, splanchnic, 
and fractional epidural blocks are all useful for severe pain 
which is not satisfactorily relieved by drugs. Antibiotics are 
helpful in combating infection; penicillin and streptomycin 
have been effective. Plasma, blood, and sodium chloride solu- 
tions should be administered in order to maintain an adequate 
urinary output by insuring an adequate blood volume. Blood 
sugar values should be kept within relatively normal limits 
so the pancreatic secretions will not be increased. In addition, 
constant supervision and repeated abdominal examinations are 
extremely important in conservative treatment, particularly 
of geriatric patients. A low fat diet should be prescribed for 
a long time, and Banthine should be continued indefinitely. 
All patients should be investigated for gallbladder disease 
since it is present in more than 70 per cent of patients with 
acute pancreatitis. 

In this group of thirty-one patients there were three 
deaths. 


A MECHANICAL AID TO WALKING 
A Crab Crutch with a Universal Joint 


A modified crab crutch which can be constructed easily 
and inexpensively is described by Borden Bachynski, M.D., in 
The Journal of Bone and Joint Surgery, October, 1953. The 
crutch was designed for young poliomyelitic patients unable 
to use the conventional crutch which because of one-point 
fixation on the ground is unstable when different angular 
thrusts are put on it. 


A universal joint made of an ordinary shower head is in- 
serted between a tripod and the crutch proper. The crutch 
proper is made of tubular metal which can easily be threaded 
and screwed into the shower head which is already tapped. 
The inner rubber gasket is removed, eliminating friction and 
producing a free-wheeling universal joint. As the crutch is 
swung forward, the tripod hangs directly down from the joint, 
grips the ground evenly, and compensates for any angular 
thrust which may be put on the crutch. 


THE TREATMENT OF CHRONIC OSTEOMYELITIS 
The need for excision of the infected sclerotic part of 


“the bone, a method for dealing with resulting bone cavities, 


and the value of amputation and resection in chronic osteo- 
myelitis are pointed out by T. Edward Wilson, M.D., in 
Surgery, Gynecology and Obstetrics, January, 1954. 

Chronic osteomyelitis does not respond nearly so well to 
penicillin and other antibiotics as does acute osteomyelitis. 
During operation for chronic osteomyelitis, usually the only 
difficulty presented in excising the infected sclerotic bone oc- 
curs in cases in which complete removal would weaken the 
bone and present the possibility of a pathologic fracture. A 
limited resection should be done at the first operation and a 
further resection performed at a later date. The infected bone 
is cleaned until apparently normal, bleeding, cancellous bone 
is exposed all round. Postoperative immobilization of the limb 
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in a splint or plaster of paris cast is important no matter 
what method of treatment is used. 


After pus, sequestra, infected bone and debris are removed, 
split-skin grafts, immediate and delayed, should be applied to 
the cavity wall. The cavity may also be filled with a muscle 
or fat graft or with cancellous bone chips and either imme- 
diately or later covered with a pedicle graft. 


In order to prevent involucrum formation and to avoid 
problems associated with application of split-skin grafts to 
cavity walls, the author suggests that a mold of nonirritating 
and sterilizable material be kept in the wound during healing. 
If held in with sufficient pressure this prevents overgrowth of 
excessive granulation tissue. The mold should be of baked 
and glazed clay and should not be so tight as to interfere with 
drainage or with ingrowth of epithelium, but it should be big 
enough to keep the cavity open. This method of saucerization 
and mold insertion is especially suitable in recurrent chronic 
osteomyelitis of the shafts of superficial bones such as the 
tibia, radius, and ulna; it is not so satisfactory when the in- 
fection is located near the articular ends of the bones and in 
the deeper parts of bones such as the femur and humerus. 
If saucerization is impossible, a secondary opening in the 


BOOK NOTICES 


433 


opposite side of the bone may be made, thus allowing de- 
pendent drainage or changing the sinus site. After epithelium 
formation in a lower limb cavity, the mold is retained in 
place with slight pressure for a few weeks in order to pre- 
vent subepithelial edema. 

Amputation is another valuable method of dealing with 
persistent and recurrent chronic osteomyelitis. A patient who 
has been invalided for years with no hope of any future im- 
provement is better treated with amputation. Amputation is 
also indicated for patients whose limb will always be useless 
because of incurable deformity or intractable pain. It is also 
frequently an indication when suppurative arthritis, pathologic 
dislocations, nerve lesions, and secondary hemorrhages are 
complications of intractable chronic osteomyelitis. Malignancy 
in the sinuses of chronic osteomyelitis is rare, but it is an 
indication for amputation. Other cases which would result in 
great pain and incapacitation are often better treated by ampu- 
tation. 

Diaphysectomy of part or all of the affected bone is valu- 
able in chronic osteomyelitis. The fibula is the bone best treated 
by this means; the clavicle, small bones of the hands and feet, 
ribs, and possibly the radius and ulna may sometimes be re- 
sected. 


Book Notices 


THE SURGERY OF INFANCY AND CHILDHOOD. Its Prin- 
ciples and Techniques. By Robert E. Gross, M.D., D.Sc., William E. 
Ladd Professor of Children’s Surgery, The Harvard Medical School; 
Chief of Surgical Service, The Children’s Hospital, Boston. Cloth. 
Pp. 1000, with illustrations. Price $16.00. W. B. Saunders Company, 
West Washington Sq., Philadelphia, 1953. 

“What is children’s surgery?” is.the author’s query in 
beginning his book. He is convinced that the surgery of in- 
fancy and childhood should not be set aside as a specialty, 
but at present it falls somewhere between the general physician 
and a surgical specialist, neither of whom regards the situation 
as being entirely within his sphere of work. 

Dr. Gross’ book represents a summarization of observa- 
tions and results of operations on infants and children at The 
Children’s Hospital of Boston. It records the forms of therapy 
and management which in practice have been the most suitable 
for handling various diseases and abnormalities. 

A chapter each is devoted to Preoperative and Post- 
operative Care, Anesthesia for Pediatric Surgery, Surgery in 
Premature Infants, and Disruption of Abdominal Wounds. 
Other chapters are devoted to discussions of specific operations 
or operations on specific regions. Throughout the text the 
surgeon and anesthetist are cautioned about the difference in 
operative procedures between adults and children. 

The text is profusely illustrated with photographs, x-rays, 
and drawings. Step-by-step illustrations of various operations 
are an important feature. 


Physicians and surgeons. who are called upon to perform 
surgery on infants and children will find this volume well 
organized, well written, and rich in practical information. It 
is an important addition to pediatric and surgical literature, 
and is the only authoritative text in the specific field. Its use 
will increase in value to each individual surgeon as he per- 
forms surgery on this special group. 


FUNDAMENTALS OF CLINICAL CANCER With Emphasis on 
Early Diagnosis and Treatment. By Leonard G. Goldman, M.D., Clin- 
ical Professor of Radiotherapy, New York Medical College, Flower and 
Fifth Avenue Hospitals; Chairman, Tumor Conference and Director, 
Radiation Therapy Department, Queens General Hospital; Consultant 
Radiation Therapist, Flushing, Rockaway Beach and Triboro Hospitals, 
New York City. Cloth. Pp. 312, with illustrations. Price $8.75. Grune 
& Stratton, Inc., Medical Publishers, 381 Fourth Ave., New York 16, 
1953. 


“To suspect cancer and be wrong is pardonable—not to 
suspect cancer and be wrong may be fatal.” This is the theme 


of the book intended for all physicians who diagnose and treat 
cancer. It attempts to set forth the fundamentals of early 
diagnosis and to recommend definite methods of treatment. 
Some mention is made of preventive measures. 


Uppermost in the author’s mind was the desire to write 
a book simply and concisely so that it would be suitable for 
quick reference and so that the subject of early cancer would 
not be obscured by material concerned with the advanced lesion. 
He has tried to limit the text and the illustrations, insofar as 
possible, to those lesions not too advanced to be controllable. 
Under the heading of treatment, what to do rather than how 
to do it has been emphasized, and the use of chemotherapy has 
been given considerable attention because the author feels that 
it will be used more and more. 


In the Preface that author recognizes that there will be 
those who will take exception to some of his absolute state- 
ments and conclusions, but these, he reminds the reader, are 
based on his experience in treating 10,000 patients and are what 
he considers best for the majority of patients. 

This text presents an eminently practical approach to can- 
cer for the general practitioner, and it is recommended to all 
osteopathic physicians whose practice is such that they are 
likely to be the first to see patients with early lesions. 


REGIONAL BLOCK. A Handbook for Use in the Clinical Prac- 
tice of Medicine and Surgery. By Daniel C. Moore, M.D., Director, 
Department of Anesthesiology, Mason Clinic; Chief of Anesthesia, 
Virginia Mason Hospital, Seattle, Washington. Cloth. Pp. 373, with 
illustrations. Price $11.00. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill., 1953. 

The author states in his introduction that the “objective 
of this book is to present to the general practitioner and to 
the specialist, especially the embryonic anesthesiologist, a 
concise outline of the everyday phases of regional analgesia.” 
This he has done adequately. It is an easy-to-read book giving 
step-by-step procedures, profusely illustrated, for the various 
types of nerve block. 

World War II and Korean battle experiences proved the 
value of regional anesthetic methods, and this experience has 
been carried over into civilian practice. Today regional blocks 
are performed for diagnostic and therapeutic purposes as well 
as for anesthesia. It is essential, therefore, that the well- 
trained anesthesiologist be able to perform the commoner 
types of regional procedures. Of importance to the neophyte 
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is the detailed description of one successful method for each 
type of nerve block as performed in the author’s clinic. This 
method obviates confusion and aids in obtaining competence in 
one technic. 

Chapters 8 and 9 which deal with such basic topics as 
equipment and fundamental technic may be read with profit 
by any practitioner. While there may be personal disagreement 
with the author’s preferred technic for certain procedures, 
giving heed to constant repetition and emphasis of important 
safety rules will minimize the inherent complications of 
regional block. 


In general the. text is carefully written and edited, but 
on page 163, in Fig. 123, the subject is photographed prone, 
but the descriptive text reads, “Note that the patient is in the 
supine position. 

There is no bibliography, which does not detract in any 
way from the value of this book. As Dr. Moore states, “This 
text was designed to be a handbook and a quick source of 
information, not a reference book.” 


It is felt that this book would be of extreme value to any 
physician attempting to utilize regional blocking procedures. 
A. A. Gotpen, D.O. 


CLINICAL ORTHOPAEDICS. 
DePalma, Editor-in-Chief. 
single issue, $6.00; 
East Washington Sq., 


Number One. Anthony F. 
Cloth. Pp. 242, with illustrations. Price, 
sustaining, $5.00. J. B. Lippincott Company, 
Philadelphia 5, 1953. 

A new series of books on clinical orthopaedics is being 
launched. On the basis of the observation that with the 
growing scope of orthopaedic surgery and its numerous 
ramifications and continuous research resulting in ever- 
changing concepts in these fields, there is a need for additional 
outlets of material which, for lack of space, cannot be 
published in the existing journals. The editor has made plans 
to issue two or more volumes a year, sponsored by the 
Association of Bone and Joint Surgeons. Each volume is to 
be divided into a section which will deal with a specific topic, 
and a_ section which will carry miscellaneous articles on 
subjects of interest not only to orthopaedic surgeons but to 
surgeons in allied fields and general practitioners. 

Children’s Orthopaedics is the specific topic discussed 
in Volume I. Osteopathic physicians and surgeons will be 
interested in the chapters on Posture in Children and Inter- 
pretation and Treatment of Weight-Bearing Defects in Appar- 
ently Healthy Children. They will agree with the thesis that 
more and more attention needs to be given minor structural 
disorders in children. Of interest too will be those chapters 
which are devoted to the conservative management of scoliosis, 
infantile scurvy, and treatment of poliomyelitis based on 
pathophysiology. 

Large type print placed in double columns makes for 
easy reading of the well-selected subject matter. Figures 
have reproduced well, and there are excellent photographs 
and drawings. References have been provided and the volume 
is indexed. This first issue of “Clinical Orthopaedics” gives 
promise of a valuable addition to current orthopedic literature. 


AN ATLAS OF SURGICAL EXPOSURES OF THE EX- 
TREMITIES. By Sam W. Banks, M.D., Associate Professor of 
Orthopaedic Surgery, Northwestern University Medical School; At- 
tending Orthopaedic Surgeon, Chicago Memorial Hospital and Wood- 
lawn Hospital; and Harold Laufman, M.D., Ph.D., Associate Pro- 
fessor of Surgery and Director of Experimental Surgery, Northwestern 
University Medical School; Associate Attending Surgeon, Michael 
Reese Hospital. Cloth. Pp. 391, with illustrations. Price $15.00. W. 
B. Saunders Co., W. Washington Sq., Philadelphia, 1953. 


Visual presentations are valuable teaching aids and this 
picture atlas has been designed to serve the student and resi- 
dent in surgery as an introduction to the most frequently 
used exposures of the extremities. Essentially a reference 
book, it may be used as well by the orthopedic surgeon and the 
general surgeon as a “refresher.” 
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The illustrations are a result of a process which began 
in the laboratory. Dissections were made on cadavers, and 
each step of an exposure was photographed while a descrip- 
tion of the procedure was dictated. The photographs depicting 
each surgical approach were then collated and the important 
structures labeled. The sets of photographs served as a basis 
for the drawings which are faithful representations of the 
anatomic findings encountered at surgery. Each illustration is 
accompanied by a concise and helpful description of each step 
ofsthe surgical exposure which is preceded by a useful list of 
major indications. 

The arrangement—descriptions on the left, drawings on 
the right—is convenient; the paper and type excellent. The 
atlas is recommended for those who wish descriptive material 
alone, for none of the surgical exposures are analyzed. 


SURGERY OF THE PANCREAS, By Richard B. Cattell, M.D., 
Surgeon, The Lahey Clinic, New England Baptist Hospital, New 
England Deaconess Hospital; and Kenneth W. Warren, M.D., Sur- 
geon, The Lahey Clinic, New England Baptist Hospital, New England 
Deaconess Hospital. Cloth. Pp. 374, with illustrations. Price $10.00. 
W. B. Saunders Company, West Washington Sq., Philadelphia, 1953. 

Books which thoroughly discuss a limited field of surgery 
have become more and more abundant. Such books demand 
a summarization of all present knowledge referable to the 
subject—this, the surgery of the pancreas. They must be 
based on clinical research as well as important contributions 
made by other authorities. 

Cattell and Warren have contributed effectively to the 
relatively new field of pancreatic surgery. Basing the book 
on experiences with over 1,000 patients with surgical diseases 
of the pancreas treated at the Lahey Clinic, a selected review 
of the case groups is utilized. Frequent reference has been 
made to surgical literature. The chapters on congenital mal- 
formations and pancreatic injuries are complete. Ever-changing 
concepts in surgical therapy are well illustrated by the dis- 
cussions on carcinoma of the pancreas and the radical attack 
on pancreatic cysts and chronic relapsing pancreatitis. 

The profusion of excellent diagrams of surgical pro- 
cedures and reproductions of roentgenograms clarify various 
points set forth. Extensive bibliographies are given at the 
end of chapters. 

Those interested in abdominal surgery will be most 
interested in this well-prepared book which is executed on 
paper of the highest quality utilizing a type which is easy 
to read. 


HISTOLOGY. By Arthur Worth Ham, M.B., F.R.S.C., Professor 
of Anatomy, in Charge of Histology, in the Faculties of Medicine and 
Dentistry, University of Toronto, Toronto, Canada. Ed. 2. Cloth. 
Pp. 866, with illustrations. Price $10.00. J. B. Lippincott Company, 
East Washington Sq., Philadelphia 5, 1953. 

Psychology has little to do with the subject matter of 
histology, but it has much to do with the problems of learn- 
ing histology, the study which has been the chief basis, in 
reality, for our concepts of normal and disease processes. 
Dr. Ham has taken into account the common learning prob- 
lems. He has done this by developing his book on the unit 
plan and subdividing the various sections for clearer organiza- 
tion of materials, by taking advantage of visual education in- 
cluding 518 figures, by correlating histology with many other 
subjects, by giving space to study in relation to trend of the 
times, and by evaluating the first edition through classroom 
use and incorporating the findings and suggestions in the sec- 
ond edition. 

He has rewritten, revised, and added materials. Included 
are significant new findings on cell growth, differentiation, 
and cancer; on osteoclasts; on formation of fiber and the 
development, structure, and repair of tendons; the structure 
and growth of lung alveoli. Sections on the impulse-conducting 
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system of the heart, structure of lymphatics, and the adrenals 
have been added or rewritten. Bone growth as a whole has 
heen considered, and repair and transplantation have been more 
fully treated. 


This book constitutes a significant addition to the litera- 
ture of histology, and because of the clear and interesting 
presentation seems destined to become a much used part of 
that literature. Its use is highly recommended. 


FUNDAMENTALS OF CLINICAL ORTHOPEDICS. By Peter 
A. Casagrande, M.D., Orthopedic Department of Buffalo General Hos- 
pital, Buffalo Children’s Hospital, and the University of Buffalo Medical 
School; Attending Orthopedist at the Chronic Disease Research Insti- 
tute of the University of Buffalo, and the Veterans Administration Hos- 
pital, Buffalo, New York; and Harold M. Frost, Ir., M.D., Orthopedic 
Department of Buffalo General Hospital and the University of Buffalo 
Medical School, Buffalo, New York. Cloth. Pp. 582, with illustrations. 
Price $18.50. Grune & Stratton, Inc., Medical Publishers, 381 Fourth 
Ave., New York 16, 1953. 

The teamwork of various orthopedic specialists has made 
available a detailed reference book which is a valuable con- 
tribution to the specialty. The complexity of clinical observa- 
tions on disabilities of the musculoskeletal system has reached 
such great proportions that this book is an attempt to collect 
all information essential to the understanding of the funda- 
mentals of orthopedics under one cover. 


Through thoughtful organization, the authors have 
achieved their purpose. The basic science aspects are covered 
in preliminary chapters; pathologic aspects are subdivided ac- 
cording to the type of disease. The clinical descriptions are 
excellent. 


The double-column pages set in easy-to-read type facili- 
tate both study and reference work. Illustrations are excel- 


lent and aid in clarifying the text. A comprehensive index 
is included, but references and a bibliography are omitted. 


THE BALLISTOCARDIOGRAM. 
Heart Beat. No. 143, American Lecture Series. By John R. Braun- 
stein, M.D., Ph.D., Associate Professor of Biophysics and Assistant 
Professor of Medicine, University of Cincinnati, Cincinnati, Ohio. 
Cloth. Pp. 84. Price $3.00. Charles C Thomas, Publisher, 301-327 East 
Lawrence Ave., Springfield, Ill., 1953. 


A Dynamic Record of the 


Ballistocardiography is a challenging and rapidly moving 
field in diagnostic medicine. This monograph, a record of two 
lectures delivered by Dr. Braunstein at the University of Cin- 
cinnati in 1951, surveys the history, present applications, and 
future trends of the ballistocardiogram. For the most part the 
book is concerned with the physical principles of the instru- 
ment and its physiologic applications. A chapter is devoted to 
clinical significance of the abnormal patterns and their relation 
to disease. Another chapter is devoted to the vectorballisto- 
cardiogram—its concept, theory, design and construction, re- 
sults and conclusions. Some of the physical and mathematical 
characteristics of the instruments used are discussed in some 
detail in the appendix. A bibliography and an index complete 
the monograph which may be used as a reference work for 
those who have a basic understanding of the subject. 


SURGICAL FORUM. Proceedings of The Forum Sessions, Thirty- 
Eighth Clinical Congress of The American College of Surgeons, New 
York City, September, 1952. Cloth. Pp. 716, with illustrations, charts 
and figures. Price $10.00. W. B. Saunders Company, West Washington 
Sq., Philadelphia, 1953. 

A reference book of eminent value is this compilation of 
papers presented at the Forum Sessions of the Thirty-Eighth 
Clinical Congress of the American College of Surgeons. It 
records the recent research done in laboratories in the United 
States and Canada concerning almost every surgical specialty 
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and including preoperative and postoperative care. The 129 
papers cover research on stomach, heart and great vessels, 
heart and blood circulation, gynecology, obstetrics, lungs and 
liver, shock, water balance and electrolytes, blood coagulation, 
plastic surgery, and others. 


Dr. O. H. Wangensteen, chairman of the Surgical Forum 
Committee, and his committee members have done an excel- 
lent job of editing these papers authored by nearly 350 re- 
searchers. The majority of the papers follow this outline: 
method, results, discussion, summary and conclusion, and ref- 
erences. The material covered is a mine of information for 
all in the medical field and is liberally illustrated with photo- 
graphs, drawings, and charts. 


The volume represents the current results of the interest of 
young men in the basic sciences as related to surgery. The 
justification of their research depends on the extent to which 
their results can be applied to a better understanding of surgi- 
cal disease and its therapy. Every surgeon and every surgical 
resident should own and study this volume to the end that he 
can translate into his own work the advances made by others. 


GASTRIC CANCER. By Alfred H. Iason, M.D., Attending Sur- 
geon, Adelphi Hospital; Director of Surgery, Brooklyn Hospital for 
the Aged; Surgeon, Manhattan General Hospital; Instructor in Anatomy, 
New York Medical College and Flower Hospital. Cloth. Pp. 316, with 
illustrations. Price $7.50. Grune & Stratton, Inc., Medical Publishers, 
381 Fourth Ave., New York 16, 1953. 

Based on a summarization of the cumulative literature 
concerning gastric cancer, this monograph is designed to bring 
interns, residents, and practitioners up to date on the subject 
and to intensify their awareness regarding prevention and 
early detection of cancer. Although there is little attempt at 
critical review, it provides a great many practical suggestions, 
and in general includes all the basic principles applicable to 
gastric cancer. There are chapters on anatomy, histology, 
etiology, pathology, symptomatology, diagnosis, anesthesia, 
surgical treatment, and complications. 


CONDUCTION ANESTHESIA. By George P. Pitkin, M.D., 
F.A.C.S., F.1.C.A. Edited by James L. Southworth, M.D., F.A.C.S., 
Formerly Senior Surgeon, U.S.P.H.S.; Formerly Co-Director, Cardio- 
vascular Clinic, Public Health Service Hospital, Baltimore, Maryland; 
Attending Surgeon, East Tennessee Tuberculosis Hospital and East 
Tennessee Baptist Hospital, Knoxville, Tennessee; Robert A. Hingson, 
M.D., F.A.C.A., F.1L.C.A., F.LC.S., F. (Faculty of Anes.) R.C.S. 
(England), First Director Anesthesia, Women’s Division (Philadelphia 
Lying-In Hospital) of Pennsylvania Hospital; First Professor of Anes- 
thesia, University of Tennessee School of Medicine; Formerly Senior 
Surgeon, U.S.P.H.S.; Formerly Associate Professor of Obstetrics, Johns 
Hopkins University; Professor of Anesthesia, Western Reserve Uni- 
versity, Cleveland, Ohio; Winifred M. Pitkin, M.A. (Oxon.), B.M., 
B.Ch. (Oxon.), M.R.C.S. (Eng.), L.R.C.P. (Lond.), M.D., Assistant 
in Surgery to the late George P. Pitkin. Cloth. Pp. 1005, with illus- 
trations. Price $22.50. J. B. Lippincott Company, East Washington 
Sq., Philadelphia 5, 1953. 

The late Dr. George Pitkin was stimulated to begin his 
study of local and block anesthesia shortly after his start in 
practice in 1908. He soon observed that general anesthesia as 
it was then performed was often harder on the patient than 
the surgery itself. The results of his years of experience and 
study were evident in the first edition of “Conduction Anes- 
thesia” which was published in 1946. It received an apprecia- 
tive welcome from surgeons and anesthesiologists, and this 
second edition should be even more popular because of revi- 
sions and additions. 


The chapter on the pharmacology of drugs utilized in 
anesthesia has been revised, and drugs infrequently used have 
been omitted. Chapter 20 which deals with the complications 
of conduction anesthesia—causation, prevention, and treatment 
—is most timely. The section dealing with extradural anes- 
thesia, either the single dose or the fractional method, has 
been brought up to date. 
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Those familiar with the first edition will miss some of its 
illustrations in this new and better edition. 


Despite the increasing safety and facility of present-day 
general anesthesia, conduction anesthesia is widely employed, 
and this text is a most useful reference for anesthesiologists, 
surgeons, and other practitioners concerned with its use. 

A. A. Gotnen, D.O. 


TREATMENT OF RESPIRATORY EMERGENCIES, IN- 
CLUDING BULBAR POLIOMYELITIS. By Thomas C. Galloway, 
M.D., Professor Emeritus of Otolaryngology, Northwestern University 
Medical School; Attending Otolaryngologist, Evanston Hospital, 
Evanston, Illinois; Formerly, Attending Otolaryngologist, Cook Coun- 
ty Hospital, Chicago, Illinois. Cloth. Pp. 94, with illustrations. Price 
$3.00. Charles C Thomas, 301-327 FE. Lawrence Ave., Springfield, IIL, 
1953. 


Written and edited by men who are eminent in the field of 
otolaryngology this monograph, another in the American Lec- 
ture Series, emphasizes and thoroughly discusses the indications 
for tracheotomy and the technic for its use, although the title 
suggests full treatment of all facets of respiratory emergen- 
cies. The need for early recognition of the deleterious effects 
of respiratory obstruction and anoxia and the need for relief 
of obstruction before permanent defects result have been set 
forth. 

Briefly outlined are the mechanics of obstruction and the 
pathophysiology of anoxia; discussed at length are the factors 
incident to the care of patients with poliomyelitis; completely 
described are indications and technics for tracheotomy. 

Written in an informal manner with reference to many 
personal experiences this well-prepared monograph based on 
considerable study of the underlying physiopathology may be 
read quickly and would benefit all physicians interested in this 
phase of respiratory disease. An extensive bibliography is in- 
cluded. 


HYPERPARATHYROIDISM. By B. Marden Black, M.D., Asso- 
ciate Professor of Surgery, Mayo Foundation for Medical Education and 
Research, Graduate School, University of Minnesota, and Division of 
Surgery, Mayo Clinic, Rochester, Minnesota. Paper. Pp. 119, with 
illustrations. Price $3.75. Charles C Thomas, Publisher, 301-327 East 
Lawrence Ave., Springfield, Ill, 1953. 

This monograph, which is another in the American 
Lecture Series in Endocrinology, attempts to present all the 
information necessary to diagnose and treat hyperparathy- 
roidism successfully. The Mayo Clinic series of proved cases 
of hyperparathyroidism, which numbered 112 through 1949, 
was used as a basis for the review. 

The internist, roentgenologist, pathologist, surgeon, and 
urologist, who are all important in case finding and treatment, 
as well as the general practitioner, will find this monograph 
a valuable addition to their medical libraries. 


CLINICAL DIAGNOSIS BY LABORATORY METHODS. A 
Working Manual of Clinical Pathology. By James Campbell Todd, 
Ph.B., M.D., Late Professor of Clinical Pathology, University of 
Colorado School of Medicine; Arthur Hawley Sanford, A.M., M.D., 
Emeritus Professor of Clinical Pathology, The Mayo Foundation, Uni- 
versity of Minnesota; Emeritus Member, Division of Clinical Labora- 
tories, The Mayo Clinic; Director of Laboratories, Rochester State 
Hospital; and Benjamin B. Wells, M.D., Ph.D., Professor of Medicine, 
Department of Medicine, School of Medicine, University of Arkansas. 
Ed. 12. Cloth. Pp. 998, with illustrations. Price $8.50. W. B. 
Saunders Co., W. Washington Sq., Philadelphia, 1953. 


No doubt many JourNaAL readers are familiar with the 
preceding eleven editions of “Clinical Diagnosis by Laboratory 
Methods.” When a book reaches its twelfth edition it has at- 
tained a position as a standard text and reference book. Re- 
stricting its contents to established procedures has been respon- 
sible in part for this distinction. 

Because the eleventh edition of the text was completely 
revised, no drastic changes, either in content or chapter sybdi- 


BOOK NOTICES 


Journal A.O.A. 
March, 1954 


visions, have been made in this volume. However, new material 
has been added to the chapter on blood, and changes have been 
made in the chapter on urine. In order to provide recognized 
and uniform methods for the clinical laboratory the chapter on 
serologic tests for syphilis has been revised as well as the 
chapter on bacteriologic methods. 

The appendix on various standard solutions, tables of 
normal values, the index-outline of laboratory findings in im- 
portant diseases, and the complete index are exceedingly useful 
for analysis, verification, and interpretation of the various 
clinical diseases. 


THE ANATOMY OF THE NERVOUS SYSTEM. Its Develop- 
ment and Function. By Stephen Walter Ranson, M.D., Ph.D., Late 
Professor of Neurology and Director of Neurological Institute, North- 
western University Medical School, Chicago. Revised by Sam Lillard 
Clark, M.D., Ph.D., Professor of Anatomy, The Vanderbilt University 
School of Medicine, Nashville. Ed. 9. Cloth. Pp. 581, with illustra- 
tions. Price $8.50. W. B. Saunders Company, West Washington Sq., 
Philadelphia, 1953. 

Now appearing in its ninth edition, Clark’s revision of 
Ranson’s standard textbook, which first appeared 33 years ago, 
aims to blend the account of structure with function in such a 
way as to aid students and practitioners in increasing their un- 
derstanding of how the nervous system is made up and how it 
works. Emphasis is laid on the developmental and functional 
significance of structure; the importance of the details of 
developmental neurologic anatomy is particularly stressed. 

Although the sequence and titles of the twenty-one chap- 
ters have not been changed, additions have been made in each 
section in accordance with the results of current neurologic 
research. Thus we find the chapter on neurons and neurolgia 
revised because of structural findings and the chapter on cere- 
bral cortex revised because of functional discoveries. Both 
of these chapters, as well as others throughout the text, sum- 
marize many of the recent findings in laboratory research. Os- 
teopathic physicians will be particularly interested in the well- 
illustrated chapter on the meninges and blood vessels of the 
central nervous system. 


Two instructional sections have been retained: the Sec- 
tions of the Brain which is composed of illustrations accom- 
panied by brief descriptive text, and a Laboratory Outline of 
Neuroanatomy which gives directions for the study of the 
gross and microscopic anatomy of the nervous system. 

Ample illustrations, an up-to-date bibliography, and an 
index generously supplied with cross references contribute to 
the usability of this text for those in medical and psychologic 
fields. 


SIDE EFFECTS OF DRUGS. By L. Meyler, Consulting Physi- 
cian at Groningen (Netherlands). Translated by Ph. Vuijsje and W. 
Mulhall Corbet, Amsterdam. Cloth. Pp. 268. Price $5.00. Elsevier 
Press, P.O. Box 6175, Houston 6, Tex., 1952. 

With thousands of drugs on the market, many of a syn- 
thetic nature which are complicated in structure and very dif- 
ferent from the natural elements of the body, the possibility 
of untoward side effects has become more prevalent. Because 


‘the author has observed harmful effects from the indiscrimi- 


nate use of drugs he has endeavoured to collocate all the 
known facts regarding the side effects in a concise form. 

Dr. Meyler has achieved his goal as the book is practical 
and functional in its organization. The material covered is 
based on extensive observations from widely different sources, 
gathered by a systematic literature research. Each drug is 
discussed in relation to its action upon the body systems, and 
is classified according to the drug groups—drugs acting on the 
central nervous system, the autonomic nervous system, and the 
cardiovascular system; analgetics; antipyretics; anesthetics, 
skeletal muscle relaxants, vitamins, hormones, and others. 

Extensive bibliographies are provided at the end of chap- 
ters and there are a comprehensive table of contents and index. 
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For every patient 

with clearcut menopausal 
symptoms such as hot flushes, 
there’s another patient with symptoms less clearly defined 
yet just as distressing . . . headaches, 

insomnia, mental and physical fatigue. 

Her symptoms may also be indicative of declining ovarian function, and occur 
several years before, and even long after, menstruation ceases. 


This patient, too, may be expected to benefit from “Premarin” therapy. 


PREMARIN: is a complete equine estrogen-complex. 


It not only produces prompt symptomatic relief, but also imparts 


a distinctive “‘sense of well-being” 
highly gratifying to the patient. It is tasteless and odorless. 
“Premarin,” estrogenic substances (water-soluble), 
also known as conjugated estrogens 
(equine), is supplied in tablet 
and liquid form. 
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THE DIGESTIVE TRACT IN ROENTGENOLOGY~ 2np epition 


by JACOB BUCKSTEIN, M.D. 


Here is a revised and greatly enlarged edition of one of the most important 
source books in clinical medicine. In this beautifully produced and illustrated 
book, the author, from more than thirty years’ experience, presents well- 
selected cases drawn from the gastro-intestinal roentgen division of one of 
the largest hospitals in the United States, as well as from private practice. The 
material is presented in simple, step-by-step form from discussions of the 
normal to that of the pathological, the surgical or postmortem findings and 
the clinical implementation and interpretation. Technical procedures generally 
helpful in the assay and evaluation of abnormalities of the digestive tract 
are covered. Roentgenographic deformities are clearly depicted in the 1,534 
illustrations in this source book for internist, surgeon, general physician. 
gastroenterologist and roentgenologist. 


1,202 Pages °* 


Trost 


2 Volumes 1,534 Illustrations $30.00 


Other Lippincott books you'll want...soon to be published 


GERIATRIC MEDICINE— 3RD EDITION 
MEDICAL CARE OF LATER MATURITY 
by EDWARD J. STIEGLITZ, M.D. 


DISEASES OF THE KNEE 
by ANTHONY -F. DePALMA, M.D. 


Here is a new book which discusses the anatomy, the 


mechanics and the diseases of the knee joint in a scholarly, 
masterful presentation. One of the greatest contributions of 
this book is the study of the progressive degenerative changes 
in the knee joint. From a clinical study of a large number 
of knee joints, with careful postmortem dissection and his- 
tologic examination as well, the author shows that many 
so-called lesions are attritional changes that appear with 
aging. Considerable stress has been laid on the more common 
pathologic conditions of the knee joint; pertinent clinical 
manifestations which lead to correct diagnosis are described 
in detail. A book of eminent value for you, the orthopedic 
expert, general practitioner and general surgeon. 


Over 799 Pages * 455 Illustrations * $20.00 


J. B. LIPPINCOTT COMPANY, 


Please send me: 
(1 Diseases of the Knee 
0 Geriatric Medicine 


East Washington Square, Philadelphia 5, Pa. 
In Canada—2083 Guy Street, Montreal 


(0 The Digestive Tract in Roentgenology 


Name ~ Charge My Account [> 
Addr — Cash Enclosed [J 
City Zone. State 


This third edition about a growing field of study presents 
the knowledge which will help you understand, properly 
diagnose and treat your aging patients. Much has been 
added on the care and guidance of normal aging people with 
emphasis on the anticipation of disorders, their prevention 
and/or their early correction. Proper preoperative attention 
to nutrition and circulatory competence. disabling diseases 
and chronic illness are discussed. There is also a new 
chapter on mental hygiene in later maturity. For you who 
see and prescribe to the aging and aged, this book is a must. 


Over 600 Pages * 205 Illustrations * $15.00 


"PHILADELPHIA | 
LONDON 


MONTRI 
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NOW READY! new dition 
e New larger edition 
of a most important source book! 
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Conventions and 
Meetings 


Announcements 
American Osteopathic Association, 
Fifty - Eighth Annual Convention, 


Royal York and King Edward Hotels, 
Toronto, Canada, July 12-16, inclu- 
sive. Program Chairman, Campbell 
A. Ward, 51 Cass Ave., Mt. Clemens, 
Mich. 


American College of Osteopathic In- 
ternists, annual meeting, Philadelphia, 
October 7-10. Secretary, Glennard E. 
Lahrson, 460 Staten Ave., Oakland 10, 
Calif. 

American College of Osteopathic Pedi- 
atricians, Region I, annual Spring 
meeting, Hotel Statler, New York, 
March 26. Program Chairman, Arnold 
Melnick, 7247 Charles St., Philadel- 
phia. Secretary, Samuel L. Caruso, 
2837 W. Alleghany Ave., Philadelphia. 

\merican College of Osteopathic Sur- 
geons, annual meeting, Hotel Baker, 
Dallas, Tex., October 31-November 4. 
Administrative Secretary, Mrs. O. F. 
Martin, Box 474, Coral Gables 34, Fla. 

American Osteopathic Academy of Or- 
thopedics, annual meeting, Hotel Bak- 
er, Dallas, Tex., October 31-November 
4. Secretary, J. Paul Leonard, 2673 


\W. Grand Blvd., Detroit 8. Program 


Chairman, Walter R. Garard, 809 S. 
Hobart Blvd., Los Angeles 5. 

American Osteopathic College of Anes- 
thesiologists, annual meeting, Hotel 
Baker, Dallas, Tex., October 31-No- 
vember 4. Secretary, Crawford M. 
Esterline, Box 155, Kirksville, Mo. 
Program Chairman, Armin L. Kar- 
bach, 316 N. Center, Arlington, Tex. 

American Osteopathic College of Ra- 
diology, annual meeting, Hotel Baker, 
Dallas, Tex., October 31-November 4. 
Secretary, H. Miles Snyder, Art 
Centre Hospital, 5435 Woodward Ave., 
Detroit 2. Program Chairman, John 
H. Pulker, Flint Osteopathic Hospital, 
416 W. Fourth Ave., Flint 4, Mich. 

American Osteopathic Hospital Associa- 
tion, annual meeting, Hotel 
Dallas, Tex., October 31-November 4. 
Executive Secretary, Mr. Robert P. 
Chapman, 1011 Kahl Bldg., 326 Third 
St., Davenport, Iowa. 

\merican Osteopathic Society of Proc- 
tology, annual meeting, Hotel Jeffer- 
son, St. Louis, Mo., April 29-May 1. 
Secretary, Carl S. Stillman, Jr., 3523 
Fifth Ave., San Diego 3, Calif. Pro- 
gram Chairman, Felix D. Swope, 609 
Farragut Medical Bldg., Washington 

Arizona, annual meeting, Santa Rita Ho- 
tel, Tucson, May 7-9. Secretary. 
Homer E. Allshouse, 2243 N. 12th St., 
Phoenix 22. Program Chairman, Spen- 
cer Ellsworth, 101 W. Ajo Way, Tuc- 
son. 

Arkansas, Peck 


annual meeting, Sam 


Hotel, Little Rock, April 26-27. Sec- 


Baker, | 


blood flow through a tissue area. 
They point out that hyperkinemic 


effect, as measured by thermoneedles, 


may extend to a depth of 2.5 cm. 
below the surface of the skin. 


In arthritis, myositis, muscle sprains, 
bursitis and arthralgia, Baume Bengué 
induces deep, active hyperemia and 
local analgesia. Systemically, Baume 
Bengué promotes salicylate action against 
underlying disease factors. It provides 
the high concentration of 19.7% methyl 


salicylate (as well as 14.4% menthol) 
in a specially prepared ianolin base 
to foster percutaneous absorption. 


1. Lange, K., and Weiner, D.: J. 
Invest. Dermat. 12:263 (May) 1949. 


Available in both regular and mild strengths. 


Lange and Weiner' suggest the term 
“hyperkinemics” to describe preparations 
such as Baume Bengué which produce 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 35 


Baume Bengue 


ANALGES:OQUE 


Shes. Leeming 155 East 44th Street, New York 17, N.Y. 


M. Packard, 110 E. Hunt- 
ington Ave., Jonesboro. Program 
Chairman, C. W. Dalrymple, 318-20 
Exchange Bldg., Little Rock. 

California, annual meeting, Hotel Del 
Coronado, Coronado, May 23-26. Ex- 
ecutive Secretary, Mr. Thomas C. 
Schumacher, 1298 Wilshire Blvd., Los 
Angeles. 

Child’s Health Conference, Municipal 
Auditorium, Kansas City, Mo., April 
5-7. Program Chairman, Floyd E. 
Dunn, 926 E. 11th St., Kansas City, 
Mo. 

Colorado: See Rocky Mountain Osteo- 
pathic Conference. 

Florida, annual meeting, Monte Carlo 
Hotel, Miami Beach, May 13-15. Sec- 


retary, R. 


retary, Dominic Raffa, 5009 Central 
Ave., Tampa 3. Program Chairman, 
William E. White, Manatee Post Of- 
fice Arcade, Bradenton. 

Georgia, annual meeting, Radium 
Springs, May 7-8. Secretary, Kennet!: 
H. Wiley, 806 Mortgage Guarantee 
Bldg., Atlanta 3. Program Chairman, 
Chan L. Plair, 901 Second Ave., Al- 
bany. 

Hawaii, annual meeting, Honolulu, Oc- 
tober 25-27. Secretary, Joseph W. 
Stella, 38 Young Hotel Bldg., Hono- 
lulu 9. Program Chairman, Charles D. 
Lake, 546 Young Hotel Bldg., Hono- 
lulu 9. 

Illinois, annual meeting, Pere Marquette 
Hotel, Peoria, May 2-4. Executive 
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BITARTRATE vcodeimone 


Three forms available: Oral Tablets (5 mg. per tablet), 
“Syrup (5 mg. per teaspoonful ), Powder (for compounding). 


Narcotic blank 
Write 


Secretary, Mr. Douglas Durkin, 
E. Ellis Ave., Chicago 15. 

Indiana, annual meeting, South 
Inn, Lake Wawasee, Syracuse, May 
9-11. Secretary, F. A. Turfler, Jr., 
107 S. William St., South Bend. 

Iowa, annual meeting, Hotel Savery, Des 
Moines, May 23-25. Secretary, Mr. 
Dwight S. James, 200 Walnut Bldg., 
Des Moines 9. Program Chairman, 
John Q. A. Mattern, 806-07 Savings 
& Loan Bldg., Des Moines 9. 

Kansas, annual meeting, Allis Hotel, 
Wichita, April 24-28. Executive Sec- 
retary, Mr. Lloyd L. Hall, Room 612, 
National Bank of Topeka Bldg., To- 
peka. Program Chairman, Robert G. 
Waddill, 2914 E. Central, Wichita 6. 


5200 


Shore 


Kentucky, annual meeting, Brown Hotel, 
Louisville, September 29-30.  Secre- 
tary, Harold D. Benteen, 2048 Win- 
chester Ave., Ashland. Program Chair- 
man, Martha Garnett, 417 Fincastle 
Bldg., Louisville 2. 


Maine, annual meeting, Hotel Samoset, 
Rockland, June 17-19. Executive Sec- 
retary, Roswell P. Bates, 72 Main St., 
Orono. 


Michigan, annual meeting, Civic Audi- 
torium, Grand Rapids, October 4-6. 
Secretary, P. Ralph Morehouse, 214 S. 
Superior St., Albion. Program Chair- 
man, B. F. Dickinson, 222 E. Sixth 
St., Royal Oak. 


Minnesota, annual mecting, May 7-8. 
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Secretary, E. R. Komarek, 301 Granit. 
Exchange Bldg., St. Cloud. 

Missouri, annual meeting, Hotel Colonial 
and Kentwood Arms Hotel, Spring- 
field, October 13-15. Executive Secre- 
tary, Mr. Paul D. Adams, 325 E. Mce- 
Carty St. Jefferson City. Progran; 
Chairman, L. R. Morgan, 3014 S$ 
Main St., Joplin. 

New Hampshire, annual meeting, Mi! 
ville Inn., Concord, May 10. Secretary, 
Edna C. Waterhouse, Intervale Road, 


North Conway. Program Chairman, 
George W. Draper, Jr., 233 Centra! 
Ave., Dover. 

New Jersey, annual meeting, Esse. 
House, Newark, March 20-21. Execn 
tive Secretary, Mr. I. J. Tecker, 2! 
Hancock St., Riverside. Program 


Chairman, George WW. Northup, 104 S 
Livingston Ave., Livingston. 

New Mexico, annual meeting, Francis- 
can Hotel, Albuquerque, April 29-May 
1. Secretary, Robert E. Smith, 205 N 
First, Lovington. 

New York, annual meeting, Hotel Syra- 
cuse, Syracuse, October 15-16. Secre 
tary, Robert E. Cole, 417 S. Main St., 
Geneva. Program Chairman, Allen S. 
Prescott, 800 Keith Theatre Bldg... 
Syracuse 2; co-chairman, Francis J. 
Beall, Jr., 1429 James St., Syracuse 6. 

North Carolina, annual meeting, Battery 
Park Hotel, Asheville, October 21-23. 
Secretary, S. Dales Foster, 710 Public 
Service Bldg., Asheville. Program 
Chairman, Elizabeth E. Smith, 18 \Wall! 
St., Asheville. 

North Dakota, annual meeting, Ilotel 
Gardner, Fargo, May 7-8. Secretary, 
Georgianna Pfeiffer, 110% Broadway. 
Fargo. Program Chairman, Gregory 
S. Mallarian, 1140 Broadway, Fargo. 

Northwest Osteopathic Convention, an- 
nual meeting, Chinook Hotel, Yakima, 
Wash., June 21-23. Program Chair- 
man, Wilbert B. Saunders, 4730 Uni- 
versity Way, Seattle 5, Wash. 

Ohio, annual meeting, Neil House, 
lumbus, May Executive Secre- 
tary, Mr. William S. Konold, 50 E. 
Broad St., Columbus. Program Chair- 
man, Donald J. Ulrich, 141 E. Main 
St., Kent. 

Oklahoma, annual meeting, Biltmore Ho- 
tel, Oklahoma City, November 8-10. 
Secretary, Mr. Walter L. 


Co- 


2-5. 


Gray, 210-212 Braniff Bldg., Oklahoma 
City. 
Oregon: See Northwest Osteopathic 


Convention. 

Osteopathic College of Ophthalmology 
and Otorhinolaryngology, annual meet- 
ing, Hotel Statler, Detroit, July 7-9. 
Executive Secretary, Mr. William S. 
Konold, 50 E. Broad, St., Columbus, 
Ohio. Program C hairman, ea 
Harth, 616 S. Main St., Tulsa 3, Okla. 

Pennsylvania, annual meeting, Penn Har- 
ris Hotel, Harrisburg, September 24- 
26. Program Chairman, Harry E. 
Binder, 7247 Charles St., Mayfair, 
Philadelphia 35. Executive Secretary, 
Mr. George W. Thomas, 510 N. Third 
St., Harrisburg. 

Rocky Mountain Osteopathic Confer- 
ence, midyear meeting, Broadmoor Ho- 
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tel, Colorado Springs, Colo., Novem- 
ber 12-14. Secretary, C. Robert Starks, 
1459 Ogden St., Denver 18. 

South Dakota, annual meeting, Hotel 
Sawnee, Brookings, June 6-8. Secre- 
tary, Earl W. Hewlett, 417 W. 27th 
St., Sioux Falls. Program Chairman, 
Carl C. Pascale, Box 36, Centerville. 

Tennessee, annual meeting, Holiday Inn, 
Memphis, April 4-7. Secretary, L. D. 
Chesemore, 715 Morton St., Paris. 
Program Chairman, L. D. Elliston, 
707 S. Main St., Covington. 

Texas, annual meeting, Texas Hotel, 
Fort Worth, April 29-May 1. Execu- 
tive Secretary, Phil R. Russell, 1837 
Hillcrest Ave., Fort Worth 7. Pro- 
gram Chairman, Lester Hamilton, 5725 
Camp Bowie Blvd., Fort Worth 7. 

Utah and Wyoming, joint annual meet- 
ing, Logan, Utah, June 26-27. Secre- 
tary, Utah Society of Osteopathic 
Physicians and Surgeons, Alice E. 
Houghton, 600 Zion’s Savings Bank 
Bldg., Salt Lake City 1. Secretary, 
Wyoming Association of Osteopathic 
Physicians and Surgeons, G. A. Rouls- 
ton, 2823 Central St., Cheyenne. Pro- 
gram Chairman, Wilford G. Hale, 506 
W. 2nd South, Logan, Utah. 

Virginia, annual meeting, Williamsburg, 
May 28-29. Secretary, FE. Brooks 
Flickinger, 301 W. Whitlock St., Win- 
chester. Program Chairman, Vincent 
H. Ober, 407-11 Bankers Trust Bldg., 
Norfolk 10. . 


Washington: See Northwest Osteopathic 
Convention. 

West Virginia, annual meeting, Daniel 
Boone Hotel, Charleston, June 6-8. 
Secretary, Guy E. Morris, 542 Empire 
Bank Bldg. Clarksburg. Program 
Chairman, Donald C. Newell, 137% 
Main St., Oak Hill. 

Western States Osteopathic Society of 
Proctology, annual meeting, Shamrock 
Hotel, Houston, Tex., October 4-6. 
Secretary, E. F. Walters, 925 E. South 
Temple St., Salt Lake City 2. 

Wisconsin, annual meeting, Hotel 
Pfister, Milwaukee, April 12-14. Sec- 
retary, Edwin J. Elton, 1518 N. 70th 
St., Wauwatosa 13. Program Chair- 
man, E. G. Anderson, 51 S. Franklin 
St., Janesville. 

Wyoming: See Utah. 


State and National Boards 


ARIZONA 

Those interested in professional ex- 
aminations should contact Russell Peter- 
son, D.O., secretary, Board of Registra- 
tion and Examination in Medicine and 
Surgery, 2747 East McDowell Road, 
Phoenix. 

Basic science examinations June 15, 
University of Arizona, Tucson. Applica- 
tions must be filed 2 weeks prior to ex- 
amination. Address Herbert D. Rhodes, 
Ph.D., secretary, Basic Science Board, 
University of Arizona, Tucson. 
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NOW: for Adults and Children! 


(for adults) 


Nephenalin. 
PEDIATRIC 


First, under tongue for 


quick asthma relief 


from aludrine (Isopropyl arterenol) HCl in coating 


Then, swallow tablet for 


prolonged asthma control 


COLORADO 

Meeting at Denver April 13. Applica- 
tions for licenses by reciprocal-endorse- 
ment must be filed by March 13. Address 
Miss Beulah H. Hudgens, executive 
secretary, Board of Medical Examiners, 
831 Republic Bldg., Denver 2. 

Basic science examinations in March 


and May. Address Esther B. Starks, 
D.O., secretary, Basic Science Board, 
1459 Ogden St., Denver 18. 


CONNECTICUT 
Basic science examinations June 12, 
Room 23, Lampson Hall, Yale Univer- 
sity, New Haven. Applications must be 
filed 2 weeks prior to examination. Ad- 
dress Miss M. G. Reynolds, executive 


from theophylline, ephedrine, phenobarbital, contained in tablet core 


NEPHENALIN, the “relay-action”’ tablet combining two widely pre- 
scribed, complementary anti-asthmatics, is now available in two 
potencies: the familiar square, purple tablet for adults, and the 
smaller square, red tablet for children. Since a single NEPHENALIN 
tablet provides quick asthma relief, thereby often replacing the neb- 
ulizer, and since relief lasts about four hours, many asthmatic 
patients will find it the most convenient and efficient anti-asth- 
matic they have ever used. Bottles of 20 and 100 tablets. 


Thos. Leeming gb Co.Ine. 155 East 44th St., New York 17. 


assistant, Board of Healing Arts, 52 
Whitney Ave., New Haven 10. 
DISTRICT OF COLUMBIA 

Professional examinations May 10-11. 
Basic science examinations April 19-20, 
1740 Massachusetts Ave., N. W., Wash- 
ington. Applications must be filed no 
later than April 1. Address Mr. Paul 
Foley, deputy director, Department of 
Occupations and Professions, 1740 Mas- 
sachusetts Ave., N. W., Washington 6. 

FLORIDA 

Professional examinations in June. Ad- 
dress R. Philip Coker, D.O., secretary, 
Board of Osteopathic Medical Exam- 
iners, 602 E. 4th St., Panama City. 
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Baumanometer— 


TO BE SURE! 


Whether for office, examining room or 
to take on outside calls there is a scien- 
tifically accurate, easy-to-use instrument 
—the Baumanometer—to serve you. 
Thousands of physicians today find the 
STANDBY ideal for office use. You will, too. 

Simply place the STANDBY next to your 
patient. It occupies only 1 square foot of 
floor space, is always instantly ready — 
never in the way. 

With the StanpBy Model Lifetime 
Baumanometer you can BE SURE that 
your readings are accurate . . 
Baumanometer is a Master Instrument, 
scientifically accurate and guaranteed to 
remain so—a standard itself. 


. for every 


Li anon noma 


ST FOR BLOODPRESSL RE 


The Stanpsy Model is available either with the 
bandage-type cuff, or with The New Cleanable 
Air-Lok® Cuff. Your surgical instrument dealer 
will be glad to send you one for your free trial. 


W. A. BAUM CO., INC., COPIAGUE, L. 1, NEW YORK 


Since 1916 Originator and Maker of Bloodpressure Apparatus Exclusively. 


Basic science examinations in June. 
Applications must be filed 15 days prior 
to examination. Address M. W. Emmel, 
D.V.M., secretary, Board of Examiners 
in the Basic Sciences, P.O. Box 340, 
Gainesville. 

IDAHO 

Examinations June 10 at Boise. Ad- 
dress Mr. Britt Nedry, director, Occu- 
pational License Bureau, Department of 
Law Enforcement, Room 354, State 
House, Boise. 

ILLINOIS 

Examinations April 6-8, 160 N. La- 
Salle St., Chicago. Applications must be 
filed at least 2 weeks prior to the ex- 
aminations. Address Judge Vera M. 


Binks, director, Department of Registra- 
tion and Education, Springfield. 
IOWA 
Basic science examinations April 13, 
Capitol Bldg., Des Moines. Applications 
must be filed prior to examination. Ad- 
dress Ben H. Peterson, Ph.D., secretary, 
Board of Basic Science Examiners, Coe 
College, Cedar Rapids. 
KENTUCKY 
Examinations June 7-9, Henry Clay 
Hotel, Louisville. Address Mrs. Ray 
Wunderlich, director, Medical Licensure 
and Registration, Board of Health, 620 
S. Third Street, Louisville. 
MAINE 
Examinations June 8 at Augusta. Ad- 
dress George F. Noel, D.O., secretary, 
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Board of Osteopathic Examination and 
Registration, Monument Sq., Dover-Fox- 
croft. 
MARYLAND 
Examinations in June. Address Chris- 
topher L. Ginn, D.O., secretary, Board of 
Osteopathic Examiners, 419 N. Charles 
St., Baltimore 1. 
MICHIGAN 
Basic science examinations May 14-15. 
Address Mrs. Anne Baker, secretary, 
Board of Examiners in the Basic Sci- 
ences, 410 W. Allegan, Lansing. 
MINNESOTA 
Basic science examinations April 6-7 
and June 1-2, 101 Wesbrook Hall, Uni- 
versity Campus, Minneapolis. Applica- 
tions must be filed by the 10th of the 
month preceding examination. Address 
Raymond N. Bieter, M.D., secretary, 
Board of Examiners in the Basic Sci- 
ences, 105 Millard Hall, University of 
Minnesota, Minneapolis 14. 


MISSISSIPPI 
Examinations in June. Address R. N. 
Whitfield, M.D., assistant secretary, 
Board of Health, Jackson. 
NEBRASKA 
Basic science examinations May 4-5. 
Address Mr. Husted K. Watson, direc- 
tor, Bureau of Examining Boards, De- 
partment of Health, State Capitol Bldg., 
Lincoln 9. 
NEVADA 
Basic science examinations April 6, 
Room 215, Mackay Science Bldg., Uni- 
versity of Nevada, Reno. Applications 
must be filed by March 23. Address Don- 
ald G. Cooney, secretary, Board of Ex- 
aminers in the Basic Sciences, Box 9005, 
University Station, Reno. 
NEW JERSEY 
Examinations June 15. Address E. S. 
Hallinger, M.D., secretary, Board of 
Medical Examiners, 28 W. State St., 
Trenton. 


NEW MEXICO 

Basic science examinations April 18. 
Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, Box 1522, Santa Fe. 

OHIO 

Examinations June 14-16 at Columbus. 
Address H. M. Platter, M.D., secretary, 
Medical Board, Wyandotte Bldg., Co- 


lumbus 15. 


OKLAHOMA 

Basic science examinations April 16-17, 
University of Oklahoma School of Medi- 
cine Auditorium, Oklahoma City. Appli- 
cations must be filed 10 days prior to 
examination, if possible. Address the 
Secretary of State. 

OREGON 

Basic science examinations June 5 at 
Portland. Address John R. Richards, sec- 
retary, State Board of Higher Educa- 
tion, Eugene. 


RHODE ISLAND 
Professional examinations April 1-2. 
Professional examinations must be pre- 
ceded by basic science examinations. 
Basic science examinations May 12. Ap- 
plications must be filed 20 days prior to 
the examinations. Address Mr. Thomas 
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B. Casey, Administrator of Professional 
Regulation, 366 State Office Building, 
Providence. 


SOUTH CAROLINA 
Examinations June 15 at Columbia. 
Address Nancy Hoselton, D.O., presi- 
dent, Board of Osteopathic Examiners, 

1711 Gervais St., Columbia 1. 


SOUTH DAKOTA 
Basic science examinations first week 
in June. Address Gregg M. Evans, Ph.D., 
310 E. 15th St., Yankton. 


TENNESSEE 
Examinations in February and July at 
Nashville. Applications must be filed 15 
days prior to examination. Address M. 
E. Coy, D.O., secretary, Board of Ex- 
amination and Registration for Osteo- 
pathic Physicians, 1226 Highland, Jack- 


son. 


TEXAS 
Examinations at the meeting June 21- 
23, Texas Hotel, Fort Worth. Reciproc- 
ity applications must be complete 30 days 
prior to the meeting date. Address M. 
H. Crabb, M.D., secretary, Board of 
Medical Examiners, 1714 Medical Arts 

Building, Fort Worth 2. 


WISCONSIN 

Basic science examinations April 3 at 
Assembly Chamber, State Capitol, Madi- 
son. Applications must be filed by March 
26. Basic science examinations will also 
be given June 5 at Hotel Schroeder, Mil- 
waukee. Applications must be filed by 
May 28. Address William H. Barber, 
secretary, Board of Examiners in the 
Basic Sciences, 621 Ransom St., Ripon. 


WYOMING 
Examinations June 7 at Cheyenne. Ad- 
dress Franklin D. Yoder, M.D., secre- 
tary, Board of Medical Examiners, New 
State Office Bldg., Cheyenne. 


REREGISTRATION OF OSTEOPATHIC 
LICENSES 


April 1—Montana, $2.00 for those in 
active practice; $1.00 for those inactive. 
Address Asa Willard, D.O., secretary, 
Board of Osteopathic Examiners, Wilma 
Bidg., Missoula. 


April 1—Wyoming, $2.50. Address 
Franklin D. Yoder, M.D., secretary, 
Board of Medical Examiners, New State 
Office Bldg., Cheyenne. 


May 1—Iowa, $1.00. Address W. S. 
Edmund, secretary, Board of Osteopathic 
Examiners, 621 Third St., Red Oak. 


May 1—Washington, $2.00. Address 
Edward C. Dohm, secretary, Profession- 
al Division, State Department of Li- 
censes, Olympia. 


During June—Hawaii, $5.00 for resi- 
dents, $2.00 for nonresidents. Address 
Frank O. Gladding, D.O., secretary, 
Board of Osteopathic Examiners, 
Kauikeolani Bldg., Honolulu 13. 


Hitereture 
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: safety that there are no contraindications 
recommended dose. Case histories attest | 
ue as a hemostat in surgery and in 


EXAMINATION BY NATIONAL BOARD 

The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary or the 
dean of the college, and the completed 
application blank, together with a pass- 
port photograph and check for the parts 
to be taken, must be in the secretary’s 
office by the November 1 or April 1 pre- 
ceding the examination. 


Examinations in Part I consist of 
anatomy, including histology and embry- 
ology; physiology; physiological chemis- 
try; general pathology ; and bacteriology, 
including parasitology and immunology. 


Part Il consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties ; 
obstetrics and gynecology; pediatrics; 
neurology and psychiatry; public health, 
including hygiene; medical jurispru- 
dence; osteopathic principles, therapeu- 
tics, including pharmacology and materia. 


Part III is an oral and practical ex- 
amination given in Philadelphia, Chicago, 
Kirksville, and Los Angeles under the 
supervision of a chief examiner who is 
a member of the Board and by a panel 
of associate examiners. Subjects covered 
in Part III are anatomy; physiology ; 
pathology ; osteopathic principles, thera- 
peutics, and pharmacology; surgery; 
ophthalmology and otorhinolaryngology ; 
obstetrics and gynecology; physical and 
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clinical diagnosis; public health and com- 
municable diseases. 

The following Part II examinations 
are scheduled: 


Philadelphia ~..........................March 13-14 
Kirksville March 13-14 
Chicago ..April 3-4 
Los Angeles May 1-2 


These are oral examinations which the 
candidate may take after having satis- 
factorily completed the first 6 months of 
a l-year internship in a hospital ap- 
proved by the American Osteopathic As- 
sociation for intern training. Part III is 
given annually at the above-named col- 
leges. 


Eligibility requirements are as follows: 


Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory com- 
pletion of Part I and of the first two 
quarters or trimesters Of the senior year 
in an approved osteopathic college; Part 
III, satisfactory completion of Part II 
and at least 6 months of a 1-year intern- 
ship approved by the American Osteo- 
pathic Association. The internship re- 
quirement does not apply to candidates 
who took Part I prior to July, 1950. 

Application must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. Address 
aul van B. Allen, D.O., secretary, 1512 
N. Delaware Street, Indianapolis 2, In- 
diana, 
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ATE PARTNERSHIP: 
ROBLEMS IN ADMINISTRATION, 
RESEARCH. AND PRACTICE* 


By Leonard A. Scheele, M.D 
Surgeon General of the Public Health Service 

This Conference of the Public Health 
Service and the Children’s Bureau with 
the States and Territories will go down 
in history as a momentous one. For the 
first time, the many governmental activ- 
ities which concern you and us directly 
or indirectly have been brought together 
in an executive department of the Fed- 
eral Government. For the first time, our 
mutual aspirations for the health of peo- 
ple everywhere, and our mutual prob- 
lems are represented in the President's 
Cabinet by our first Secretary of Health, 
Education, and Welfare. 

The completion and operation of the 
Clinical Center of the Public Health 
Service set another landmark in public 
health since last we met. I would pre- 
dict that the nationwide research effort, 
in which the Center is destined to he a 
dynamic force, will produce, sooner than 
we think, findings capable of turning 
public health work upside down. The 
great revolutionary findings of the nine- 
teenth century in the field of bacteriology 
and related disciplines brought public 
health into being as a scientific profes- 
sion, and those same findings revolution- 
ized the practice of medicine. Medical 
research is on the verge of remarkable 
advances in our knowledge of chronic 
diseases, viral diseases, and mental dis- 
eases, as well as in our basic understand- 
ing of the human organism and its func- 
tioning. 

I predict that the new findings will 
give preventive medicine a greater force 
in the medical arts and sciences than it 
has ever had in the past. At the same 
time, the new findings will turn public 
health practice as we know it today— 
upside down. Our role of supporting 
clinical practice will take on new signifi- 
cance. 

There are many interesting new fea- 
tures in the Clinical Center’s physical 
plant, as well as many challenging re- 
search studies. Each project is designed 
to throw new light on some facet of dis- 
eases which are killing or disabling large 
numbers of people everywhere. The stud- 
ies on metabolic balance in rheumatoid 
arthritis, on hypertension, and on hor- 
mone-producing tumors may seem re- 
mote from the activities of a public 
health department. The end results, how- 
ever, may be of immediate concern to 
you and your staffs. 

The mass cripplers and killers must 
ultimately be prevented by simple meth- 
ods. Some may criticize this concept, but 
I insist that this is the goal of research 
and of medicine. Let us take, for ex- 
ample, certain common forms of arterio- 
sclerosis: If we find that certain al- 
terations in metabolism lead to arterio- 
sclerosis —as studies reported by the 
National Heart Institute suggest—and if 
we can then find a chemical means of 
blocking such metabolic dysfunction, we 


* Reprinted from Public Health Reports, Jan- 
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may have a preventive technique as im- 
portant to medical and public health 
practice as was the discovery of vitamin 
C in the prevention of scurvy and of 
vitamin D in the prevention of rickets. 
This may seem like a dream, but I be- 
lieve we are on the threshold here at the 
Clinical Center and elsewhere in the 
United States of just such important dis- 
coveries. 


CONTROL OF NONINFECTIOUS 
DISEASES 


We may also find methods capable of 
mass application for the prevention of 
some noninfectious diseases. Who would 
have thought, in 1943 for example, that 
a technique for treating the water sup- 
ply to control a noninfectious disease 
would be discovered, developed, and put 
to work in nearly 800 American com- 
munities within a decade? I refer, of 
course, to the fluoridation of public wa- 
ter supplies for the reduction of dental 
caries in children. During the past year, 
the eighth annual examination of school 
children in Grand Rapids, where fluori- 
dation was first applied, showed the 
same excellent results of past years. 

The significance of the fluoridation 
story is this: By a single method we are 
able to combat a noncommunicable dis- 
ease that currently costs the Nation at 
least half a billion dollars annually in 
dental bills plus untold amounts in lost 
time and in the ill effects of dental decay 
on personal health. The fluoridation of 
public water supplies does not prevent 
all caries, but it will eliminate a major 
segment of the problem. A goal of pub- 
lic health in communicable disease con- 
trol has been at least to reduce a specific 
infection to manageable proportions. We 
are now learning how to accomplish the 
same goal in noncommunicable diseases. 

It is not only possible, but probable, 
that the greatly intensified research pro- 
gram throughout our Nation will pro- 
duce new, simple, and relatively inexpen- 
sive methods for community-wide attacks 
on far more serious diseases than dental 
decay. The work on environmental fac- 
tors in the causation of cancer, for ex- 
ample, may one of these days produce 
the evidence and the methods we need 
for a forthright attack on cancerigenic 
agents in the environment. By this means, 
we might directly prevent the occurrence 
of a significant number of cancer cases. 

APPLYING PRINCIPLES OF 
PREVENTION 

We sometimes find it difficult to realize 
that the broad principles of prevention, 
environmental control and preventive 
therapy, may be just as applicable to the 
chronic diseases, mental illness, and trau- 
matic causes of death and disability, as 
to dysentery, diphtheria, and whooping 
cough. At a recent staff meeting in the 
Public Health Service, we heard that a 
case of hoof-and-mouth disease had been 
reported from one of the States. All the 
machinery of diagnosis, confirmation, 
and search for the source of infection 
had, very properly, been set in motion. 
Eventually, the resources of other State 
health departments, the Public Health 
Service, and Federal-State departments 
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of agriculture also will be drawn into 
the search and control effort. 

I could not help remembering that 
every day nearly 2,000 people in the 
United States die of cardiovascular dis- 
eases; 575 others die of cancer; and 240 
more die in accidents. Yet the combined 
daily loss of some 2,800 lives from these 
3 major causes alone all too often cre- 
ates no such surge of concern and action 
as does the occurrence of a few cases of 
a rare infectious disease. 


CONTROL OF CHRONIC DISEASES 

Actually, some of the available meth- 
ods for the control of chronic diseases 
are far less crude and costly than are the 
available methods for preventing the 
spread of hoof and mouth disease. The 
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prevention of rheumatic fever—especial- 
ly of its cardiac sequelae—is a case in 
point. The preventive therapy now avail- 
able with sulfa drugs and antibiotics is 
certainly more effective and less expen- 
sive than earlier methods of controlling 
scarlet fever, for example. The channels 
for its application are the very ones that 
public health officers and private physi- 
cians together opened for the application 
of immunization against diphtheria, 
smallpox, and typhoid fever 50 years 
ago; and again for the diagnosis and 
treatment of syphilis 35 years ago. 


CHANNELS OF COOPERATION 
The precise techniques and the division 
of labor in the control of chronic dis- 
eases may be different. The channels of 
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cooperation between the health agency 
and the practicing physicians, and be- 
tween them and the voluntary agencies, 
the hospitals, the schools, and other com- 
munity facilities, however, are the same. 
And it is the foremost challenge to the 
State and local health departments to 
pick up the spade and do the ground 
breaking in opening up these channels of 
cooperation. 


The health officer and his staff cannot 
take over the practice of medicine, nor is 
it their desire to do so. Ours is the chal- 
lenge, however, to work with our col- 
leagues in private practice, in medical 


organizations and specialty societies, so 
that a higher level of national health can 
be attained. Cooperation and teamwork 
for health should be the watchwords of 
all members of the health professions, 
regardless of the setting in which they 
work. Learning how to cooperate is one 
of the great problems before us and the 
extent to which we seriously explore and 
develop techniques of cooperation will 
be the real measure of our fulfillment of 
the trust we hold. This is true for all of 
us, whether we be general practitioners, 
specialists in private practice, hospitai 
administrators, dentists, nurses, or pub- 
lic health administrators. 
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There should be no conflict of inter- 
ests. Rather there should be harmony of 
interest. This assignment calls for de- 
veloping our skills in the art of coopera- 
tion to the highest possible degree. It 
calls for imagination, persistence, and pa- 
tience. All of the health professions need 
especially to bring to bear creative think- 
ing on how to go about developing co- 
operative action for the prevention of 
chronic disease. We in public health and 
our colleagues in private practice have 
grown up professionally with certain 
established patterns of organization and 
operation. 


The problems which confront us today 
cannot be solved in an identical frame- 
work in all communities. Perhaps what 
we need most at the present time is 
some communities with bold thinkers 
who will dare to conceive and test new 
patterns of organization and operation 
for the control of chronic disease. The 
communities that can come forward with 
such thinking may well be the paceset- 
ters for future progress in public health. 


FEDERAL-STATE RELATIONS 


Consideration of the Nation’s major 
health problems invites consideration of 
the future relations of the Public Health 
Service with the State and Territorial 
health officers and their staffs, the hos- 
pital, and the mental health authorities. 
The issue of Federal financial grants to 
the States in all fields is receiving the 
most serious attention at the highest 
levels of our Government. Mr. Rocke- 
feller has described the Commission on 
Intergovernmental Relations, which will 
be concerned with governmental func- 
tions and fiscal resources, established by 
Congress last July. The Department of 
Health, Education, and Welfare also has 
set up a special intradepartmental task 
force to cooperate with the staff of the 
commission. All of us are working to 
the end that the President’s aim may be 
reached: namely, that the programs “be 
made more effective instruments serving 
the security and welfare of our citi- 
zens.” 


The question of financial grants is only 
one of many to be considered by the 
commission. However, it is certainly one 
of transcendent importance to the States 
and communities who will have to make 
the final decisions as to whether the 
services now supported in part by Fed- 
eral grants are to be continued and main- 
tained at effective levels. 


If the Nation’s health authorities will 
reflect on these developments, they will 
find that it requires a fresh look at the 
purposes of Federal grants and at the 
means for implementing health programs 
in the States and local communities. The 
tendency in the past has been to expect 
the continuation of «a given grant pro- 
gram, whatever its category, general 
health, maternal and child health, ve- 
nereal disease control, and so on. More 
and more the States should try to pro- 
vide funds to cover programs once aided 
by Federal grants. This will free Fed- 
eral funds for new programs. 
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VENEREAL DISEASE CONTROL 


Many of the State health officers will 
recall that Congress developed the very 
first “categorical grant” program—ve- 
nereal disease control—on the principle 
of increasing State responsibility. The 
war period and the subsequent addition 
of other categorical programs have tend- 
ed somewhat to obscure that principle. 
Many officials in public health, hospital 
construction, and mental health programs 
have not realized that the time would 
come when definite program appraisa! 
and planning for the assumption of fi- 
nancial responsibility would be in order. 


Our cooperative venereal disease con- 
trol activity provides an example of what 
can be done to keep a categorical pro- 
gram dynamic—moving toward the goal 
for which it was created. In 1938, the 
Nation’s health and medical authorities 
assured Congress that it was possible to 
bring venereal disease under control 
throughout the United States in a gen- 
eration, or about 25 years. World War 
with its accompanying increased 
spread of venereal infections would hav= 
set back the schedule many years had it 
not been for two fortunate situations: 
first, the swift action on the part of 
Federal, State, and local health agencies 
to set up a going program; and second, 
the advent of penicillin, which climaxed 
many years of research. 


TIMETABLE FOR CONTROL 


The State and the Public Health Serv-- 


ice have never lost sight of the original 
goal. When the project grant program 
was initiated, State and Federal staffs 
jointly worked out a timetable for bring- 
ing venereal disease under control in 
each State. Twenty-four States had at- 
tained their goal by the close of the fiscal 
year 1953. 


The timetable calls for control in the 
remaining States by the close of specific 
years, up through 1963. The Public 
Health Service and the armed services 
hope to provide continuing resources for 
handling the venereal disease problem in 
areas where direct Federal responsibility 
is clearly indicated. After 1963, the tar- 
get year for control of venereal disease 
throughout the United States, the Fed- 
eral Government’s responsibility should 
be limited to surveillance against the in- 
terstate spread of disease, as in other 
infections under control. 


This goal can be reached but only if 
the States pick up their share of the 
burden. It will be a tragedy—nay, a dis- 
grace—if after so many years of suc- 
cessful cooperative effort, after the 
pledge of public health to the Nation to 
control venereal disease, we do not at- 
tain this goal. 


It may be that we cannot at the pres- 
ent time “pinpoint” the attainment of 
other public health goals with the preci- 
sion we have achieved in venereal dis- 
ease control. But the States and the 
Public Health Service should make it 
their joint concern and persistent effort. 
Your responsibility and ours is to render 
an account to the public of what we ex- 
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pect to accomplish, how we expect to at- 
tain the goals, and when. We need clear 
delineation of Federal and State respon- 
sibilities, including delineation of the 
need for Federal financial aid and State 
support. 


FINANCES AND PRACTICAL 
APPRAISALS 


All of us realize that the combined 
current expenditures, Federal, State, lo- 
cal, and voluntary, for public health 
work in the United States falls far short 
of the amount needed to provide health 
services which will give the people the 
full advantages of modern medical and 
public health science. In looking ahead, 
therefore, we must go beyond the static 
concept of maintaining State and local 
health services at the current level. The 


public health, hospital construction, and 
mental health authorities will need to 
make it clear to their legislatures and 
their citizens that a mere replacement of 
reductions in Federal health grants will 
not be enough. More than replacement is 
needed if the American people are to at- 
tain higher levels of health in the future. 


Additional expenditures of themselves, 
however, do not insure progress. Of 
equal importance is a more effective use 
of funds. Last year, I emphasized the 
need for a comprehensive appraisal of 
current public health practices, with a 
view to providing more effective local 
health services. 


INVENTORY STUDIES 


Many States and communities have in- 
ventoried their resources and activities 
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from time to time; but few have meas- 
ured the results of specific practices and 
procedures. Only by careful observation 
and study of local programs in various 
community settings will it be possible to 
develop reliable criteria for the improve- 
ment of current practices. Only through 
such studies can we test the comparable 
effectiveness of new and old procedures. 

The Public Health Service has made 
tentative plans for such a study, and it is 
gratifying that some States and commu- 
nities are preparing to inventory their 
programs in terms of current needs and 
to appraise their administrative practices. 
The data from these new-type inven- 
tories will be useful in connection with 
our study.of public health practices. A 


complete stock-taking of Public Health 
Service activities and operations in the 
Federal-State cooperative programs also 
is underway. As we anticipated, the job 
is not easy. Our guideline is: how to get 
more for each tax dollar in a reduced 
budget, without sacrificing quality of 
service. 

The new Hoover Commission, the Com- 
mission on Organization of the Execu- 
tive Branch of the Government, is a sec- 
ond high policy-level group that will be 
concerned with health programs and or- 
ganization. -The commission will have 


eight task forces, including the following 
of special interest to you, the Public 
Health Service and the Children’s Bu- 
water and power resources ; 


Gov- 


reau; 
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ernment medical services; personnel ana 
Civil Service; and accounting and budget 
procedures. Mr. Hoover has appointed 
Chauncey McCormick of Chicago as 
chairman of the Government Medical 
Services Task Force. 

The scope of the second Hoover com- 
mission’s mandate is considerably wider 
than that of the first. The first commis- 
sion was restricted to proposals for re- 
organization and realignment of existing 
functions. The second is autherized to 
recommend abolishment of functions and 
activities not considered necessary to the 
Government, and the elimination of non- 
essential services, functions, and activ- 
ities which compete with private enter- 
prise. It may also recommend specific 
legislation. 

Mr. Hoover has set December 31, 1954, 
as a target date for completion of the 
commission’s legislative recommenda- 
tions. Some of these may be ready early 
in 1954, however. 

WATER RESOURCES AND 
POLLUTION CONTROL 

The proposals of the commission on 
water resources will be of special inter- 
est to health officials. The critical situa- 
tion which now faces the entire country 
is familiar to all of you. In a special 
message to Congress, July 31, the Presi- 
dent emphasized the need for a sound 
national program of conservation, im- 
provement, wise use, and development of 
both land and water resources. He also 
stated his belief that such a program 
can be achieved through cooperation 
among the States, local communities, 
private citizens, and the Federal govern- 
ment. 

The States have made impressive ad- 
vances in water pollution control in the 
past 5 years, but even greater accom- 
plishments are needed if the Nation is 
te keep pace with the demands of in- 
creasing population and industrial pro- 
duction. By far the largest and most se- 
rious pollution problem is that of indus- 
trial wastes. We do not yet know the 
precise effects of chemicals in water on 
human health. We have not yet devel- 
oped sufficient methods for eliminating 
these waste products. The production 
and use of chemicals—new and old— 
have vastly increased in recent years. 
The Nation’s health authorities are in » 
position to aid water conservation pro- 
grams, as well as the control of pollu- 
tion, by increasing their vigilance over 
water uses and practices which impair 
the basic sources of supply and at the 
same time are potential hazards to pub- 
lic health. 


RADIATION PROBLEMS 


We are making progress in the study 
of radiation problems. Two State health 
departments, California and New Jer- 
sey, in particular are going forward with 
pilot programs for the control of radia- 
tion hazards. Several cooperative pro- 
grams have been established between the 
Atomic Energy Commission the 
Public Health Service. The Service has 
recently had a special team which main- 
tained liaison with the Atomic Test 
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Group and the States. A public health 
team has done a most creditable job this 
year in monitoring fallout of atomic de- 
bris in areas up to 200 miles from the 
test site. 


HOME ACCIDENT PREVENTION 


I am especially pleased to report prog- 
ress in yet another “new” public-health 
program—home accident prevention. The 
W. K. Kellogg Foundation has awarded 
grants to eight States for the conduct of 
statewide demonstrations in this field, on 
recommendations of the Public Health 
Service. The Foundation based its ex- 
tension of support on the success of the 
4 local demonstrations initiated 2 years 
The Service will cooperate with 
the States in their demonstrations, as we 
have in the local projects. 

The Public Health Service has been 
fostering this interest in home accident 
prevention for the past 3 years. We have 
heen able to assemble an enthusiastic and 
well-qualified team to assist in the design 
and conduct of demonstrations. The ac- 
livity is giving our organization and 
State and local health departments val- 
uable experience in how to develop need- 
ed new programs through cooperation 
with voluntary agencies, private founda- 
tions, and universities. 

The Public Health Service has been 
the catalyst and technical consultant. The 
States and communities participating in 
the program have recognized a need and 
want to do something about it. A pri- 
vate foundation has provided the funds 
for finding out how to do the job. The 
National Safety Council has been an ac- 
tive participant and a valuable spearhead. 
The University of Michigan School of 
Public Health played host to the first 
National Conference on Home Accident 
Prevention, sponsored by the council and 
the Public Health Service, last January. 
Perhaps this is a design for public health 
progress in some other areas, and a role 
that the Service should play in other 
new and challenging fields in the years 
ahead. 


ago. 


Highway accidents also maim hun- 
dreds of people and take a major toll in 
lives every day. Voluntary and official 
agencies are deeply concerned with this 
problem, vet few official health agencies 
serve as consultants to the interested 
groups, or play any role in helping stem 
the tide of accidents. Technical advice 
on physical standards for drivers’ li- 
censes and on safety engineering is a 
fertile field for health department coop- 
eration. 


OTHER ENVIRONMENTAL PROGRAMS 


For the first time, the Public Health 
Service has a small sum allocated in the 
1954 appropriations for assisting the 
States in the certification of interstate 
milk shippers. During the past 2 years, 
395 shippers, representing 30,000 produc- 
ers in 33 States and the District of Co- 
lumbia, have heen certified by the States. 
A year from now we expect that ap- 
proximately 600 shippers, representing 
50.000 producers, will he participating in 
this program. 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 45 


FOR 


SORENESS 
AND STIFFNESS FOR 
OF MUSCLES MYALGIC 
AND NEURITIC 


PAIN 


RELIEVES 
i ITCHING IN 
cum methyl salicylate MANY SKIN 
“ CONDITIONS 


applied freely and rubbed in until 
the color disappears, provides the 


analgesic action of METHYL SALICYLATE a... 
with the resolvent properties of AND NEURITIC 
PAINS 


IODEX. 


Absorption through the 


skin may be aided by 

2 massage, heat or 

iontophoresis. 

‘Samples and literature 

is cheerfully sent upon request. 

| & JAMES LTD., 70 WEST 40th ST., NEW 


Work has been completed on the first 
section of the Poultry Ordinance and 
Code, which we have been developing 
with the States and representatives of 
the poultry and poultry-products indus- 
tries. The industries are concerned, as 
we health workers are, that about one- 
fourth of all reported outbreaks of 
“food poisoning” are traced to poultry or 
poultry products. This fact tends to 
cause some communities to adopt regu- 
lations that serve, in effect, as trade bar- 
riers, but not always as adequate pro- 
tection for the public. A guide to 
regulations that will both safeguard pub- 
lic health and permit the widest possible 
distribution of essential foods should be 
a good springboard for improvement in 
this area. 


EMERGENCY ACTIVITIES 

One of the most important events of 
the past year was the adoption of a for- 
mal agreement by the Public Health 
Service and the American Red Cross 
regarding cooperation in time of disaster. 
A copy of the agreement was forwarded 
to you with the agenda of this confer- 
ence and will be a subject of further 
discussion tomorrow. The Service and 
the Red Cross recognize that really effec- 
tive handling of disaster problems can 
he accomplished only by the State and 
local people. The State health officers 


can do more than any other single group 
to promote such effective handling of 
disasters in their jurisdictions. 

I wish to commend the State and Ter- 
ritorial health officers—each and every 
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one—for the highly successful operation 
of the emergency gamma globulin dis- 
tribution program this summer. Between 
May 15 and October 1, nearly 3,750,000 
cc. of gamma globulin for polio were 
allocated to the States under policies ¢s- 
tablished by the Office of Defense Mo- 
bilization, on recommendation of the Na- 
tional Research Council, the Association 
of State and Territorial Health Officers, 
and other national groups and individ- 
uals. Mass prophylaxis programs, re- 
quiring more than 1,600,000 cc. of gam- 
ma globulin, were conducted in 23 local 
communities in the continental United 
States and in Juneau, Alaska. Approxi- 
mately 231,000 children were inoculated 
in the mass programs. 

Whatever epidemiologic investigation 
and scientific appraisal may indicate re- 
garding the effectiveness of gamma 
globulin in the control of paralytic polio- 
myelitis, we can feel real gratification 
that national, State, and local agencies 
have demonstrated their ability to apply 
new operating procedures to a tradition- 
al public health problem—epidemic con- 
trol. 

In the gamma globulin program, the 
health officer found himself in a position 
opposite to his usual role. He had to 
restrict the use of the material rather 
than devote his efforts to the promotion 
of increased application, of a_ public 
health measure. Despite the difficult, con- 
troversial, and potentially unpopular na- 
ture of the assignment, no health officer 
declined to take the responsibility. The 
Public Health Service's civilian require- 
ments staff functioned effectively in 
meeting the requirements of the States. 
There was marked improvement in the 
reporting procedures. 


ANTIPOLIOMYELITIS VACCINE 
Our success in jointly conducting such 
a “different” nationwide activity has 


| proved again that Federal-State-volun- 
| tary cooperation in the health field is 


strong, reliable, and able to take new 
responsibilities in stride. The National 
Foundation for Infantile Paralysis is 
now asking your cooperation in large- 
scale testing of a killed-virus antipolio- 
myelitis vaccine. If studies to date are 
confirmed in a larger test series, the vac- 
cine may provide an effective immuniz- 
ing agent which will eliminate large-scale 
use of gamma globulin against paralytic 
polio. 


HEALTH OF MIGRANT WORKERS 
There are plenty of unresolved prob- 
lems on our doorstep that need joint ac- 


| tion among ourselves and with our col- 


leagues in related fields, such as educa- 
tion, welfare, vocational rehabilitation, 
law enforcement, agriculture, and others. 


| We need the help of our colleagues es- 
| pecially in solving such problems as 


health services for migrant workers. 
Doctor Eliot has discussed this problem 


| with you. She and I are particularly 


gratified at the interest and constructive 
thinking demonstrated by a number of 
State health officers with respect to mi- 


| grant worker’s health. 
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HOSPITAL CONSTRUCTION 


You will recall that, in the approval 
of projects under the Hospital Survey 
and Construction Act, the so-called “split 
project” technique has been utilized for 
several years. The technique was de- 
signed to permit the approval of large 
projects, which because of their high 
cost, would absorb all of a given State’s 
annual allotment, or even exceed it. By 
spreading the Federal participation over 
successive fiscal years, it was believed 
that such projects could be financed 
without jeopardizing the intended initia- 
tion of new construction throughout the 
country. 


At the last session of Congress, there 
vas adverse comment regarding the split 
project technique. As a result, with the 
approval of the Secretary, the Public 
lealth Service is issuing a revised split 
»roject policy. The effect of the revision 
vill be to limit the approval of such 
projects to sums not to exceed two- 
thirds of the equivalent of the Federal 
appropriation for 1954 in the fiscal year 
1955, and to one-third of the same in 
1956. In addition, applicants for split 
projects will hereafter be required to 
demonstrate their ability to complete a 
usable facility in the event of reductions 
in, or failure of, Federal appropriations. 
Members of the Public Health Service 
are discussing this new policy with State 
health and hospital authorities during 
this meeting. 


PERSONNEL PROBLEMS 


Personnel shortages continue acute in 
many categories. I regret to say that the 
shortage of medical public health admin- 
istrators has grown more critical during 
the past year. Clinical practice continues 
to attract most young physicians. I hope 
that our colleagues in private practice 
and in the medical associations will in- 
creasingly recognize the serious prob- 
lems which face public health and that 
they will join us in an aggressive cam- 
paign to fill some of the gaps. 

SANITARY 

In the fields of sanitary engineering 
and nursing resources, several interesting 
projects have been completed. They will 
be useful in helping meet some of the 
shortages in these categories. The Public 
Health Service, for example, has com- 
pleted a study designed to discover why 
such a high proportion of the sanitary 
engineers leave the field for which they 
were trained in college. It now appears 
that the majority who leave the field do 
so immediately after graduation; that is, 
they fail to enter the field. They lack 
information about specific job openings. 
We hope that some way will be found 
to inform the college seniors of all the 
jobs available to them in sanitary engi- 
neering. 


ENGINEERS 


NURSING AIDES 
The American Hospital Association, 
the National League for Nursing, and 
the Public Health Service have pre- 
pared a manual of simple nursing pro- 
cedures for the training of nursing aides. 


100% Plantago ovata concentrate 
without added sugars or other diluents. 
Available—6 and 12 oz. containers. Samples on request. 


Originally, the Health Resources Ad- 
visory Committee of the Office of De- 
fense Mobilization urged the Service to 
investigate the need for training of these 
hospital workers. As you know, there 
are more than 200,000 auxiliary nursing 
personnel employed in the Nation’s hos- 
pitals. Most of them have had no prep- 
aration. The “learn-as-you-go” training 
they get is time consuming, as is the 
constant supervision they require from 
professional nurses. 


The new Handbook for Nursing Aides 
in Hospitals will be off the press about 
December 1. At that time, the National 
League for Nursing will begin a series 
of regional institutes to teach key nurses 
in local areas how to use the handbook 
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and to apply the methods of instructing 
nursing aides which it introduces. | 
hope that the State health officers and 
hospital authorities will help extend the 
training of nursing aides by sending one 
or more of your nursing consultants 
to the regional institutes when they are 
announced in your areas. 

The need for health manpower in the 
United States technical assistance pro- 
grams overseas also continues to be 
acute. President Eisenhower has em- 
phasized the importance of these pro- 
grams, and we call on all of you to ro- 
tate some of your staff through tours of 
duty in international health services. 

Last vear, we solicited your coopera- 
tion in having State health departments 
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sponsor health missions overseas. We 
realized that there would be many legal 
and regulatory difficulties to overcome, 
so we are pleased that three States have 
taken definite action. 
URGES CRITICAL APPRAISAL 

We also wish to express our gratitude, 
and that of our colleagues overseas, for 
the splendid work the State health offi- 
cers, their staffs, and local health author- 
ities have done this year for the thou- 
sands of foreign students and visitors in 
our country. You have contributed im- 
measurably to our Nation’s foreign rela- 
tions by your warm and continuing in- 
terest in these neighbors from the free 
world who came to study and observe 
our American health services. I assure 
you that your understanding and friend- 


ship are sincerely appreciated by the 
men and women whom you have helped. 

I am sure that many public health 
workers in the States and Territories, as 
well as in the Federal services, are won- 
dering how they can make the admittedly 
inadequate nationwide expenditure for 
health purposes do a bigger job and a 
better job in the face of rising costs, 
some reductions in financial support, and 
continuing personnel shortages. 

I am sure that we can do a bigger job 
in spite of some adversity, and I believe 
that all of us can do a better job. The 
people in our States and communities 
must learn to leok to their State and 
local governments and their voluntary 
agencies for additional support of the 
services which. reach them directly. All 
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of us must learn how to be more efficient 
in the utilization of available funds. We 
all need to do a little soul searching. 
Critical appraisal of our practices an: 
projects may well reveal economies that 
will make it possible to do a better jol) 
in our traditional public health activities, 
as well as to start some new programs 
It will help us to eliminate repetition of 
long-outmoded programs and practices 
In so doing, we will be able to launch a 
successful attack on the major causes of 
ill health; an attack planned and carried 
out in an atmosphere of full cooperation 
and trust by all professional groups, offi- 
cial and voluntary—and without official! 
control and dictation. Stich an attack 
will bring us closer to our great goal- 
higher levels of health for the American 
people in their communities. 


AGENDA FOR A CRITICAL EXPLORA.- 
TION OF CURRENT PROBLEMS 
IN MEDICAL CARE* 


By E. M. Bluestone, M.D. 


Here is a catechism—but with ques- 
tions only. The author draws here upon 
his extensive experience in hospital ad- 
ministration and his pioneering work at 
Montefiore Hospital in New York to 
ask, cogently and incisively, the perplex- 
ing questions current today in the fields 
of hospital and medical services admin- 
istration. When originally presented last 
December his audience was United Com- 
munity Services of Metropolitan Detroit, 
but his “agenda” is for all who plan 
and direct the course of health and medi- 
cal affairs in private and governmental 
hospitals, in public health, in social serv- 
ice, and in the civic and official organiza- 
tions of the community. From them the 
answers must come. 


The modern student of medical care 
seems almost to be laboring under an 
embarrassment of riches these days, so 
much successful experimental material 
is at his disposal. Social and medical 
possibilities are clamoring for conver- 
sion into actualities at such a_ rapid 
pace that the planner is left breathless 
in the process. We shall have to excuse 
his enthusiasm on the one hand and his 
disappointment on the other when lhe 
finds the going slow. Opposition must 
be met, satisfied, or overcome. New 
problems are sometimes created as old 
ones are solved. The best example of 
this seeming paradox is found in the 
lengthening of the life span, which, 
however desirable, brings with it the 
necessity for making the later vears 
comfortable. The problem in procedure 
is therefore how to apply new remedies 
for old difficulties and how to find addi- 
tional remedies—an unending chain. 


Reprinted from Public Health Reperts, 
December, 1953. 
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The most extensive, and perhaps the 
most difficult, of the basic problems is 
the one the patient exhibits when he is 
suffering from prolonged illness, whether 
he is ambulatory, bedridden, or alter- 
nating between the two. Here is an 
exceptional case in which the solution 
of one major problem automatically 
liquidates a great many others. Relieve 
the chronic difficulty and the acute dif- 
ficulty will be relieved in the process. 
Since one of the penalties of greater 
longevity is that it takes a longer 
average time to die than ever before, 
we are all the more constrained to deal 
with this manifestation intensively. That 
the approach is social, economic, and 
political, as well as medical, goes with- 
out saying. The family and the environ- 
ment play a major role in any consid- 
eration of such a subject. Preventive 
medicine and environmental medicine 
hold many keys that are ready for use. 

Listed here are some of the items 
on the agenda of unfinished business, 
with explanatory notes, for the con- 
sideration of the participants as they 
deliberate such questions at the council 
table. Each of these items calls for 
decisive action and each requires a com- 
bination of social and medical techniques 
in research, which are at our disposal, 
ready for study and application. 

1. We need a definition of such terms 
as “acute,” “chronic,” “convalescent,” 
“custodial,” “aged,” “hospital,” “home,” 
“curable,” “incurable,” “social medicine,” 
and “socialized medicine.” At the mo- 
ment, the sick man suffers patiently 
while those who plan for him too fre- 
quently permit themselves to be confused 
by these terms. 

At what point, for example, shall we 
separate acuteness from chronicity? Can 
we establish a common denominator for 
the two and use it for all practical pur- 
poses? What is the impact of duration 
of illness on the provision of medical 
care, and does the service correspond to 
the requirements of the case? How is 
a convalescent patient distinguished from 
a so-called chronic patient? Is there 
any advantage in providing for the 
elderly separately and apart from all 
other social and medical services? Or 
is it better to identify them with all 
other age groups in accordance with 
their social and medical needs? When 
are we justified in labeling a_ patient 
“custodial” with regard to medical care? 
At what point, if any, during the course 
of illness is a hospital justified in dis- 
missing a patient and transferring him 
to less capable hands? 

It is easy to see how hospital policy 
can be revised and formulated on a more 
equitable basis when such questions are 
answered correctly and in absolute terms 
in relation to each other. 

2. The trends in medical care for 
each of these definitions needs stating. 
particularly with reference to prolonged 
illness (formerly known hopelessly as 
chronic disease) and the aging process. 
Most of these are well known, even 
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though we resist their full acceptance, 
while others still wait to be brought to 
public view in a practical way. There 
is, for example, the continuing trend 
toward finding new ways of closing the 
gaps in hospitals between (a) acute and 
chronic; (6) income and expenditure; 
(c) space demand and space supply; 
(d) social service and medical service; 
(ec) intramural and extramural care; 
(f) current medical economics and the 
science of medicine; and (g) principle 
and practice generally. 

This involves the consideration of 


such things as voluntary prepaid insur- 
group 


ance plans, including medical 
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practice; home care for those who do 
not require a hospital bed; and substi- 
tutes for the patient’s home under the 
medical jurisdiction of the hospital for 
those who do not require a_ hospital 
hed and cannot be taken care of in their 
own homes, either immediately or by 


subsidy of one kind or another. The 
outpatient department’s services will 
have to be considered; provision of 


doctors’ office space on hospital prem- 
ises; the integration of tuberculosis and 
mental disease in the work of the gen- 
eral hospital; the principle of full-time 
medical service in hospitals; the shifting 
emphasis in medical education; and the 
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reunion (including the integration) of 
health and medical care. The obvious 
purpose in appraising these trends is 
to apply them productively to plans for 
medical care. 


3. We need an evaluation of social 
and medical pressures, tensions, and re- 
sistance in connection with illness in all 
its forms. What is the quality and quan- 
tity of these individual and communal 
phenomena emanating inside or outside 
of the hospital? Are they well based, 
honestly applied, and helpful? How 
much anxiety, as well as eagerness, is 
associated with them, and, if these pres- 
sures are well-founded, how shall we 
deal with the resistances which they 
may create? The answer to this ques- 
tion will take us beyond the realm of 
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statistics. Workers in the field are con- 
stantly exposed to these manifestations 
and are sometimes caught between the 
proverbial millstones. This subject must 
he treated at the council table with 
statesmanlike understanding. 

4. practical formulation of the 
scientific requirements in the manage- 
ment of prolonged illness is needed. 
This refers hoth to medical necessity 
and to social necessity, evaluated with 
scientific accuracy wherever possible, but 
with the realization that a sick person 
must never be subjected to the rigid 
standards of the exact sciences. Scien- 
tific requirements go beyond the goal 
of certain well-meaning philanthropists 
who feel that food, shelter, and clothing 
(custodial care) are all that may be 


Journal A.O.A 
March, 1954 


required by a person who has the mis- 
fortune of living under a prognosis of 
incurability. 

5. We need a forceful statement on 
the menace of rigidity in hospital plan- 
ning, and this refers to function as well 
as to structure. In particular, we must 
be alert to this menace when we plan 
for prolonged illness, because rigidity 
commits the hospital “in bricks and 
mortar” over a long period of years 
during which adaptations will undoubt- 
edly he required. One of the architec- 
tural problems is how to get flexibility 
of design so that adjustments to chang- 
ing conditions may subsequently be made 
easier. 

6. We need a reaffirmation of the 
principle of individualization of care for 
patients under all circumstances. There 
is now the possibility of home care pro- 
grams, which, in turn, stimulate greater 
interest in individualizing the care of 
patients who have no choice but to 
enter a hospital. 

7. Among the supporting statements 
for the various items on this agenda 
should be a well-reasoned critique of 
the older and still prevailing methods 
of dealing with prolonged illness in 
homes, hospitals, and elsewhere. Only 
on the basis of such studies will revised 
plans for patient care find acceptance. 
We must be sure that we are dissatis- 
fied with what we have and profit from 
experience before we adopt substitutes. 
\ conservative point of view requires 
the strongest hypothesis to justify any 
kind of experimentation. 

8. The criteria for admission to any 
hospital will have to be redefined and 
restated in the light of the deep-seated 
changes which the laboratories of mod- 
ern medicine have heen offering. Hav- 
ing emerged from the prescientific era, 
we are now in a position to get a better 
turnover of hospital beds or offer them 
to patients for longer periods, as neces- 
sary—so long, in fact, as they may have 
to remain close to the highly concen- 
trated diagnostic and therapeutic facili- 
ties of the hospital. The new resource 
of home care can relieve the hospital 
of the necessity for retaining any other 
kind of patient within its walls. 

9. As the policies which govern the 
admission of patients to general hospi- 
tals are rewritten, we should, at the 
same time, outline the criteria for the 
retention of the patient in his own home. 
Under what circumstances is he best 
cared for in this way? 

10. Another item on the agenda is a 
recommendation on the criteria for the 
transfer of a patient, either from the 
hospital or from his home, to a substi- 
tute for his home. If a home for the 
aged, like a so-called home for incur- 
ables or a nursing home, should be a 
substitute for the patient’s own home, 
then we should restate the conditions 
under which guests may be admitted and 
retained in these establishments. We 
must, however, keep in mind that these 
institutions are substitutes for the pa- 
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tient’s home and never for the hospital. 

11. The time has come to restate the 
special criteria for admission to homes 
for the aged. If we are to discontinue 
the practice of establishing so-called 
hospitals within homes for the aged, 
there is all the more reason for revising 
the conditions for admission. In _ the 
rare instances in which a home for the 
aged has been able successfully to estab- 
lish a hospital within its walls, it has 
in fact added another hospital to the 
community. In order to establish a hos- 
pital within a home, the institution must 
be prepared to meet the challenging 
clinical problems which characterize pro- 
longed illness and age in general. It 
should be able to absorb acute medical 
and surgical cases without further ef- 
fort. Such an_ institution is indeed 
compelled to do this in emergencies. 
In connection with this item we must 
consider the relationship of a home for 
the aged, which as I have already 
pointed out is a substitute for the pa- 
tient’s own home, to the general hospital 
from which it should be able to draw 
medical sustenance. 

12. What criteria shall we recommend 
for admission to custodial establishments 
generally? These decisions should fol- 
low the lines recommended for an insti- 
tutional home for the aged. 


13. If, after careful study, we find 
that it is virtually impossible to main- 
tain a convalescent establishment solely 
for this specific purpose, what shall we 
do about it? This establishment, too, 
is a substitute for the patient’s home 
and not a substitute for the hospital. 
If a convalescent patient is safely on 
the road to partial or complete recovery 
from acute or chronic disease, his re- 
quirements will doubtless be about the 
same as those for anyone who is re- 
cuperating from overwork and seeks a 
change and rest on a farm, in moun- 
tainous areas, or at the seashore. We 
must not confuse the convalescent pa- 
tient with any other type of patient, for 
if we do, we shall perpetuate a confused 
and distorted plan of medical care which 
makes of the convalescent institution a 
catchall establishment for the admission 
of patients (with the possible exception 
of mental and tuberculous patients) who 
may not be acceptable to the “acute” 
general hospital. 

14. Though much is being said about 
the place of the tuberculous patient in 
the general hospital, we are still far 
from translating this principle into 
practice. How can the care of the 
tuberculous patient be integrated with 
the care of all other patients in the 
general hospital and what conditions 
should govern his admission? The ac- 
tive treatment of this disease, based on 
modern scientific knowledge, and the 
passive treatment, which characterized 
the care given previously and still being 
given, should be evaluated from this 
point of view. 

15. Almost the same questions apply 
to the mental patient in the general hos- 
pital. What are the relative advantages 
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of integration in a general hospital as 
compared with isolation and segregation 
in a distant special hospital? If inte- 
gration is desirable, what is the best 
kind of experimental beginning and how 
can the hospital trustee be made recep- 
tive to such new ideas? 


(To be continued in the April Journar.) 
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CHANGES OF ADDRESS 
AND NEW LOCATIONS 
Arminski, Charles S., from 6732 Miller Ave., 
to ©6827 Miller Ave., Detroit 11, Mich. 
Baker, W. Donald, from 4309 Crenshaw Blvd., 
to 3450 W. 43rd St., Los Angeles 8, Calif. 
a R. Wayne, from Chicago, IIl., to 
111 Third Ave., Columbus 1, Ohio 
Galen L., KC °53; Oklahoma Osteo- 


Hospital, 744 W. Ninth St., Tulsa 5, 


pathic 
Okla. 
sankes, Willard E., from 3020 N. 
to 750 E. McDowell Roz ad, Phoenix 22, Ariz. 
seckett, G. W., from 400 Gilbert Bldg., to 417 
Twelfth, N. W., Ardmore, Okla. 

oettger, Lloyd, from Ventura, Calif., to 
Ventura Blvd., Camarillo, Calif. 

Bronsky, Maurice L., from 619 Church St., to 
708 Church St., Honesdale, Pa. 

Bruce, J. Lewis, from 5212 Wilshire Blvd., to 
5225 Wilshire Blvd., Los Angeles, 36, Calif. 
‘alhoun, C. Morley, from 4003 Collis Ave., to 
5020 S. Huntington Drive, Los Angeles 32, 
Calif. 

almar, J. Thomas, from 
1548 Main St., Stratford, Conn. 

‘arey, Edwin C., from 10040 Yellowstone, te 
5662 W. Vernor Highway, Detroit 9, Mich. 
‘hace, John Andrew, from North Dartmouth, 
Mass., to Kirksville College of Osteopathy 
and Surgery, Kirksville, Mo. 

hristensen, Norma J., PCO °53; Detroit Os- 
teopathic Hospital, 12523 Third Ave., Detroit 
3, Mich. 

lark, George G., from Lubbock, Texas, to 
7329 Broadway, Kansas City 5, "Mo. 

‘larke, Warren M., from 416 W. Fourth Ave., 
to G3530 S. Saginaw Road, Flint 7, Mich. 
oan, James E., from 406 Osborn Bldg., to 
4159 E. 13ist St., Cleveland 5, Ohio 

‘onley, L., CCO ’52; 5200 S. Black- 
stone Ave., Apt. B, Chicago 15, Ill. 

‘onrad, Stanley S., from 28305 Gratiot Ave., 
to Doctors Bldg., 28350 Gratiot Ave., Rose- 
ville, Mich. 

cordes, Richard E., from Macomb at North, 
to 116 Macomb St., Mount Clemens, Mich. 
Michael A., _PCO 678 E. 232nd 

, Bronx 66, } 
David S., Kansas City, Mo., 
o 2209 Carson St., Fort Myers, Fla. 
Crane, Norman B., from Brooklyn, N. Y., to 
2499 Hyacinth St., Westbury, L. I., N. Y. 
Daitch, Robert L., from 16640 Joy Road, to 
18201 Joy Road, Detroit 28, Mich. 

Davis, E. M., from 430 16th St., to 1550 Lin- 
coln St., Denver 3, Colo. 

Davis, Jack N., from Macomb, IIl., to 1719 
State St., Bettendorf, Lowa. 

DeSio, Francis J., KC °53; 
Larned, Kans. 

Easton, ane M., from Detroit, Mich., to 
=. Ninth Terrace, Fort Lauderdale, 
Pla. 


16th Drive, 


2571 


1550 Main St., to 


1009 State St., 


Edwards, Richard L., from North Kansas City, 
Mo., to 2510A E. Vivion Road, Kansas City 
16, Mo. 

Emory, Joseph A., COPS °52; 
Anita Ave., Arcadia, Calif. 

Evans, G. Irving, from 12 Pearson Ave., to 
Thornwick, 15 Pearson Park, Hull, England 

Everett, William S., from Osceola, Mo., to 8 
N. Folger St., Carrollton, Mo. 

Fanning, John R., from 28027 Edward St., to 
28350 Gratiot Ave., Roseville, Mich. 

Fields, F. H., from 2 E. “B” Ave., 
“B” Ave., Glendale, Ariz. 

Gaddvy. Frank C.. fram Tulse. Okle.. ta Lake- 
side Hospital, 2801 Flora Ave., Kansas City 
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to 4 E. 


Cady, ilies F., from 1501 S. Main St., to 
3'N. Boulder’ St., Tulsa 6, Okla. 

Ph nny Jesse G., from 222 N. Grand Ave., to 
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Third Ave., N. .. St. Petersburg 4, Fla. 

Gomoll, Eldon Lee, from Toledo, Ohio, to De- 
troit Osteopathic Hospital, 12523 Third Ave., 
Detroit 3, Mich. 

Greear, D. C.. from Bucklin, Mo., 
Wood St., Brookfield, Mo. 
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to 121 W. 
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Buford from Leoti, Kans., to 


W. Tenth St., Great Bend, Kans. 
Precis Maryellen R., from Waelder. 
to 1412 Rosenberg Ave., Galveston, Texas 
Halcomb, William W., from Yucaipa, Calif., 
to 312 Chestnut Ave., .» Los Angeles 42, Calif 
Harder, Edwin T., from Eloy, Ariz., to 1747! 
} ‘ingsley Drive, Los Angeles 27, Calif. 
Hatch, Loren L., from 239 W. Tenth St., to 
1863 Prospect Ave., Erie, Pa. 
Heller, E., CCO °53; 595 
Ave., York, Pa. 
Hendrickson, Donald W., 
Ave., to lll W. Third 
Ohio 
Hornick, Lawrence, KCOS °53; 
teopathic Hospital, 
town, Pa. 


Texas, 


Madison 


from 1087 
Ave., 


Dennison 
Columbus 1, 


Allentown Os 
1746 Hamilton St., Allen 


Herzog, Eugene C., Jr., 
Mich., to 414 Forest St., Wyandotte, 

Hickman, La Moyne W., from San Gabriel. 
— to 3450 W. 43rd St., Los Angeles 8, 
alif 


Hout, Riblet B., from 122 W. Jefferson St., to 
105 N. Indiana Ave., Goshen, Ind 


from Port Austin, 


Mich. 
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Imhoff, David E., CCO °53; 5401 S. Ellis Page. Leon E., from Box 776, to Box 665, 
or: 


ve., Chicago 15, Ill. ence, Ariz. 
Jacobsen, Robert E., from Pomona, Calif., — Leonard 760 E. Tenth St., 
2661 Maryal Drive, North Sacramento a. ooklyn 15, 
Calif. Parry, from 10040 Yellowstone 
Jaffe, Aaron H., from 1858 S. Orange Drive, Ave., to Yellowstone Clinic & Hospital, 
to 1849 S. Orange Drive, Los Angeles 19, 16431 Harper Ave., Detroit 24, Mich. 
Calif. Paul, Sanford PCO ’°53; Hospital of the 
a George S., from 426 Medical Center Philadelphia ollege of Osteopathy, 48th & 
dg. to 41 Hawthorne St., Medford, Ore. Spruce Sts., Philadelphia 39, Pa. 
ong from 4123 Verdugo Road, Petermeyer, A. C., from 6619 Snider Plaza, 
to — erdugo Road, Los Angeles 65, = “oe * Clinic, 6117 Berkshire Lane, Dal 
Calif las § 


Kamen, Robert E., from 145 Lincoln Road, to Petty, Ay iL, DMS ’53; Box 216, Bismarck, 
1711 Newkirk Ave., Broo lyn 26, N. Y. Mo. 
Karlton, George C., from Clearwater, Fla., to Pinkston, John W., from Carl Junction, Mo., 


Las Olas Clinic Hospital, 1516 E. Las Olas to 720-22 Sixth Ave., Des — 9, Iowa 
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In ERGOAPIOL (Smith) with SAVIN the action of all the alka- 
loids of ergot (prepared by hydro-clcoholic extraction) is syner- 
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TAMPAX 


eliminates 
these common 
menstrual discomforts 


¢ BANISHES OFFENSIVE ODOR... 
e PERINEAL IRRITATION... 


e UNSIGHTLY, REVEALING 
BULGES 


As evidenced by long clinical ex- 
perience, Tampax, the intra- 
vaginal guard of choice, relieves 
much of the embarrassment once 
accepted as inevitable during the 
menses ... Tampax affords grati- 
fying protection, freedom from 
chafing often associated with ex- 
ternal pads and guards against 
odor ... Three absorbencies . . . 
Tampax Super, Regular or Junior 
meet varying requirements. 


Accepted for advertising in Publications 
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TAMPAX INCORPORATED 
PALMER, MASSACHUSETTS 
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By elevating and maintaining 
the reaction threshold above 
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tion, FELSOL permits uninter- 
rupted sleep, insures a full 
nights rest. 


Samples, literature gladly sent 
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CAPSULES CHLORAL HYDRATE - Felfons 


ODORLESS NON-BARBITURATE TASTELESS 


Qaritume SEDATION 3% gr. (0.25 Gm.) BLUE and WHITE 
~ CAPSULES CHLORAL HYDRATE - Fellows 


Small doses of Chloral Hydrate 

(3% gr. Capsules Fellows) completely 
fill the great need for a daytime 
sedative. The patient becomes tranquil 
and relaxed yet is able to 

maintain normal activity. 


DOSAGE: One 3% gr. capsule three 
times a day after meals. 


72 gr. (0.5 Gm.) BLUE 
CAPSULES CHLORAL HYDRATE -Fellows 


Restful sleep lasting from five to 
eight hours. ‘‘Chloral Hydrate produces 
a@ normal type of sleep, and is 

rarely followed by hangover.”* 

Pulse and respiration are slowed in 
the same manner as in normal sleep. 
Reflexes are not abolished, and the 
patient can be easily and completely 
aroused .. . awakens refreshed.*** 


DOSAGE: One to two 7% gr., or two to 
four 3% gr. capsules at bedtime. 


AVAILABLE: 


CAPSULES CHLORAL 
HYDRATE — Fellows 
3% gr. (0.25 Gm.) 
BLUE and WHITE 
CAPSULES 

bottles of 24’s 

100’s 

7% gr. (0.5 Gm.) 
BLUE CAPSULES 


EXCRETION—Rapid and complete, therefore 
no depressant after-effects.’* 


bottles of 50's 


Professional samples and literature on request 


MEDICAL MFG. CO INC. pharmaceuticals since 1866 
é . 26 Christopher St., New York 14, N. Y, 
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Slides 


Sets of fifty 35mm Micro X-Ray Recordings of roent- 
genograms from leading specialists’ files. Diagnos- 
tic detail and densities retained. 


Refresh your memory by looking over these series. 
Refer to these slides when diagnosing or treating 
a similar case. Use a viewer, or project the films 
for teaching or lecturing. 


COLLECTION SERIES: 
1. Studies of the Colon, Si. Luke's Hospital, Chicago. 


2. Angiocardiography, New York Hosp., New York City. 
3. Pediatric Roentgenology, Corne!! Medical Center. 
4. Myelography, Neurological Institute of New York. 
5. Pulmonary Infections, St. Luke's Hospital, Chicago. 
6. Fractures of Ankles, Ravenswood Hosp., Chicago. 


Write for detailed description of sets by number. | 
Price $15.00 a set. Satisfaction Guaranteed. Pharmaceutical 


| Laboratories, Inc. 
MICRO X-RAY RECORDER | DETROIT 24 MICHIGAN 
1941 N. Western Avenue @ Chicago 47, Illinois 


VIBURNUM COMPOUND 


Just as a breakwater stems 


the fury and shock of the 


= 


wave motions of the sea, 
H V C effectively reduces the 


—2 spasms of intestinal cramps, 


dysmenorrhea or any smooth 


—~= muscle imbalance. 
= 


Try HVC on your patients today; avail- 
able at all prescription pharmacies. 


For REFERENCE and TEACHING 
Injectables......, 
| 
Quality 
Breakwater for 
\\ \ ( 
N 
HVC 
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TREATMENT sphincter 
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CONSTIPATION 


Young’s afte 
FOR FREE 
Dilators BOOKLET 


Dilatation Therapy” 
Sent on request with dispensing prices. 


F. E. YOUNG and COMPANY 


436 E. 75th Street © Chicago 19, Illinois 


vil well-being. 
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No acute or chronic toxicity, 


ontraindications. 


© Relieves symptoms of hypertension 
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MEUNGICIDE” 


 GERMICIDE —ANTIPRURITIC 


Laboratory and clinical investigations have 
proved Dermycin effective against a variety of 
skin-infecting bacteria and fungi. . 
Indications for its use include: 
TINEA INFECTIONS 
(“athlete’s foot,” tinea capitis, Dhobic itch, etc.) 
PRURITUS ANI 
(of fungus origin) 
ACNE VULGARIS 
IMPETIGO 
DERMATITIS VENENATA 
(as ivy, oak poisoning) 
MINOR SURGERY 
Dermycin is so useful, so versatile, it appeals to 
specialist and general practitioner alike. 


In all cases the area must be washed with mild white soap 
and water. Dry and apply Dermycin at least twice a day, 
or as a wet dressing where indicated. 


Supplied in 1, 2, 8 and 16 ff. oz. bottles. 
(Dermycin is not advertised to the laity.) 


Write for professional sample. 
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RIKER LABORATORIES, INC. + 8480 Beverly Boulevard, Los Angeles 48, California 


in 0.25 me. 
scored tablets in bottles of 


CHAL-YON CORPORATION 
65 PINE STREET NEW YORK 5, N.Y. . 
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*TWO-FOLD SERVICE— 


To The Profession 


Professional Foods continue to do their honest best to predicate 
the needs of the Osteopathic profession in correcting basic and 
fundamental 


NUTRITIONAL TROUBLES 


*Since the troubles arise largely in the *We offer a complete and basic evalua- 

CHRONIC PATIENT, we have tion for the CHRONIC PATIENT at 

planned our products to aid the doctor a considerable financial savings in order 

of this patient. that treatment for the CHRONIC 
PATIENT can be directed properly 
from the start. 


Pp RO F E S S | O N A L Write for added information. 
FOO DS 219 First St. S.W., Cedar Rapids, lowa 


CARDIOVASCULAR DISEASE. AND TREATMENT 


By William D. Stroud, M.D., F.A.C.P., Professor of Cardiology, University THE 64 AUTHORS 
of Pennsylvania Graduate School of Medicine and 64 American Authorities. 


General practitioners, cardiologists, internists, and reviewers everywhere refer 
to this work as the standard of cardiovascular disease. The array of 64 authors 
represents a “Who’s Who” in cardiology. 


. R. Minnich 


Hundreds of electrocardiograms show practically every abnormal heart con- 
dition and the text enables the physician easily to make an accurate inter- 
pretation. 


Many detailed illustrative cases furnish real life illustrations of procedures 
for definite diagnosis and effective treatment. The demands of every day 
practice are constantly emphasized. 


PR 


TPT 


Practically every chapter in this fourth edition has been rewritten or revised 
and several new copies have been added. 


Fourth Edition Two Volumes 2164 pages, 808 illustrations 
5 in color, $25.00 


F. A. DAVIS COMPANY F. A. DAVIS COMPANY, 1914 Cherry St., Phila. 3, Pa. 


Please send postpaid: 

Publishers STROUD CARDIOVASCULAR DISEASE 

Two Volumes, $25.00 
PHILADELPHIA () Charge my account [) Check enclosed 


In Canada: THE RYERSON PRESS, TORONTO 
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BETTER CONTROL with LESS CONTROL 


in A self-aciditying methenamine urinary antiseptic permitting high dosage 

CHRONIC without toxicity. Quickly soothes inflamed mucosa. Bacteriostatic 

URINARY against E. Coli, S. Albus, S. Aureus. Requires no periodic blood tests, 

etc. May be prescribed alone or with suitable antispasmodics and sed- 

INFECTIONS atives as individually required—tr. belladonna, tr. hyoscyamus, pheno- 
barbital, etc. Especially useful for older patients. Send for samples. 


1A) COBBE PHAR. DIV.—BORCHERDT MALT EXTRACT Co. 
217 N. Woicot? Ave. Chicago (2, Mliaois 


RESULTS COUNT I...in Superficial Fungous 
Infections especially DERMATOMYCOSIS PEDIS 


\c 
prt ‘ Me 


prt Ointment and powder of ZINCUNDECATE 
— Solution of UNDECYLENIC ACID 


Pharmaceutical Division Cures average case in one to three weeks 
WALLACE & TIERNAN PRODUCTS, INC., Belleville 9, N. J., U.S.A. 


For Intestinal Dysfunction 


NUCARPON® 


Each tablet cont: Extract 
of Rhubarb, Senna, Precip. 
Sulfur, Peppermint Oil, 
Fennel Oil in activated 
charcoal base. 


For making Burow's Solution 
U.S.P. XIV 
Valerian (high ae WET DRESSING Use 


for maximum PRESTO-BORO® 


VE (Aluminum Sulfate and 
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yous exciteme inal POWDER IN 
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For treatment of Swellings, 
inflammations, Sprains 


fer Pulmonary Conditions 


men ® 
TRANSPULMIN 


3% solution Quinine with 
22% Camphor for Intra- 


STANDARD PHARMACEUTICAL CO.. INC 253 W. 26th St., New York 1, N.Y. [Mbprureuer aniston 


a distinctive color and flavor to please 
Delightfully Palatable Medication — and taste of children. 


For Little 4 
Literature and on Request 
THE COLUMBUS PHARMACAL CO. COLUMBUS 15, OHIO 
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PSORIASIS 


It is safe to say that psoriasis is one of the most re- 
sistant of all skin diseases. Fox and Shields' write that 
“psoriasis is incurable but does not affect the patient's 
general health.” According to Schonberg*, “certain 
cases of psoriasis will not be influenced by therapy of 
any kind.” And Ormsby and Montgomery* state that 
“permanent relief should be neither promised nor pre- Before Riasol Treatment 
dicted in any case.” 
In view of this general discouragement, the highly a ‘Soa 
satisfactory results obtained with RIASOL in psoriasis 
are all the more impressive: improvement in 76% of all 
cases in a controlled clinical group, including complete 
clearing of the lesions in 38%. In a series of 231 cases 
of psoriasis reported by two dermatologists, there were 
only 16.5% remissions in patients treated by other 
methods. 


RIASOL contains 0.45% mercury chemically com- 
bined with soaps, 0.5% phenol and 0.75% cresol in a 
washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough 
drying. A thin invisible, economical film suffices. No 
bandages required. After one week, adjust to patient's 
progress. 


Ethically promoted RIASOL is supplied in 4 and 
8 fid. oz. bottles at pharmacies or direct. 


J.A.M.A. 140:768, 1949. 
Ohio State M, J. 42 :254, 1946. 
Diseases of the Skin, 1943, p. 291. 


MAIL COUPON TODAY— 
TEST RIASOL YOURSELF 


After Riasol Treatment 


SHIELD LABORATORIES JO3-54 
12850 Mansfield Ave., Detroit 27, Mich. 


Please send me professional literature and generous clinical package of RLASOL. 
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| HISTORY FORMS... 


A 


ric drip for the ambulatory Batient."* 


prints available on request.) Colwell's NEW 48 page 
hastens peptic ulcer healing . . prompt 
relief in —— heartburn, sasteitis, range of standard printed forms for general medicine, 

hyF Say obstetrics and pediatrics. More than 100 different forms 

s of 25 at all pheitanncdi Physigians are in- are illustrated for keeping track of medical histories and 
__-vited to write for mepaia cal beg accounts with patients. Also valuable information on select- 

: _ clinical trial samples. ing patients record forms, designing your own forms, filing 

* Mg trisilicate, 3.5 gr <Cacorbonate, 2.8 and indexing. Developed by the originators of the DAILY 

carbonate, OSgr. LOG—specialists in medical record supplies since 1927. 


mouth . . . not chewed or swallowed. 
Le made from milk combined with dextrins 


antacids." 
clinical work in progress demonstrates it to be 
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| New Catalog illustrates wide choice of 


tasting tablet dissdived slowly 


maltose with four nonsy 


“the nearest approach to the continuous intra- 


** Steigmann, F. Goldberg, J. 


As effective in the ambulant as intra- 
Colwell Publishing Co. 
HORLICKS CORPORATION 265 University Ave. Champaign, Illinois 


Pharmaceutical Division * RACINE, WISCONSIN 


Send for Your Free Copy Today! 


PALATABLE 

TRIPLE 
SULFA 

SUS- . 


Each 5 cc provides: tis tasty, Cherry PENSION 


Sulfacetamide ......0.166 gm. 
Sulfadiazine. .......0.166 gm. 
Sulfamerazine ...... 0.166 gm. 
buffered with sodium citrate 0.5 gm. 
Wide Spectrum—Highest blood levels —Safe—Minimal Side Effects—Highest 
Potency — Economica 
$5.95 dozen Pints....... $3.25each Gallons....... $22.95 each 
or, at your prescription store. 


S.J. TUTAG AND COMPANY 


«19180 MT. ELLIOTT AVENUE e¢ DETROIT 34, MICHIGAN 


62 
| IFA ARIEL 
/ 
| 
: 
to alt 
. 
“Pharmaceuticals With a Dividend” 


A.O.A. 
arch, 1954 
Advertisers’ Index 
American Felsol Co. .............. 35 Thos. Leeming & Co., Ine. ..............35, 37 
Atlas Pharmaceutical Lab. ................. __57 J. B. Lippincott Co. ........... 34 
Ayerst, McKenna & Harrison , 33 S. E. Massengill Co. .. v.48 
Bard-Parker Co., Inc. ...............--..:------0- 49 F. Mattern Mfg. Co. ... 24 
W. A. Baum Inc. ........... Menley & James, Ltd... 45 
Becton-Dickinson & Co. ..........................19 Micro-X-Ray Recorder......... 37 
Borcherdt Malt Extract Co. . ...44, 60 Musterole Co. 54 
Borden Co, 16, 17 New York Pharmaceutical Co. . 57 | 
Bristol-Myers Co. .............. Cover I 
Professional Foods......... 59 
Wilmot Castle Co. ..... 46 Ralston Purina Co. ............ 
Chal-Yon Corp. ~58 Rand Pharmaceutical Co., Inc... 
Chicago Dietetic Supply........ 52 Raytheon Mfg. Co. .... 4 
Chicago Pharmacal Co. %, 27. 58 
Ciba TV 40 
Clay-Adams Co. 51 Roerig J. B. & Co. 25 
Cobbe Phar. (Div. of Borcherdt)........60 
Columbus Phar. Co. ....................... ....60 Sandoz Pharmaceutical Co. ........ 30 
Colwell Publishing Co. _ 62 Saunders, W. B. Company... ( over ] 
Crookes Laboratories, Inc. .....  Schenley Laboratories ... 
Cutter Laboratories.............. Schering Corp. .......... 3 
Julhus Schmid, Inc. 8 
Dartell Laboratories ..... 41 Sharp & Dohme...... 1 
F. A. Davis Co. ........... 59 Shield Laboratories... 61 
Desitin Chemical Co. .......42 Smith-Dorsey ...64 
Devine Bros. ................ mith, Martin Co 
Standard Pharmaceutical Co., Inc. .......60 
Drew Pharmacal Co. 
13 
Endo Products, Ine. .......... 36 Sunkist -...... 
Fell Medical Mé 
Mfg. Co. .... 
Fleet, C. B. Co., Ince. ...... ——— Tutag, S. J., Co.......... 62 
63 
Varick Pharmacal Co. 28 
Hor hicks 62  Vitaminerals, Inc. ...... 30 
Wall & Ti 00 
Irwin-Neisler Co. . 
Henry K. Wampole & Co. ........... 15 
33 Wyeth, Ine, Cover Il 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 63 


You Can 


Prescribe 


BACK SUPPORTS 


with 
Confidence 


By working closely with the medical pro- 
fession for over 60 years, Freeman has de- 
veloped a complete line of surgical sup- 
ports. From this line you can select and 
prescribe with complete confidence in the 
suitability of each garment for its purpose, 
in the quality of its construction and in 
the comfort it will give the wearer. 


MEN FOR WOMEN 


Freeman corset-type back supports are 
made in models which provide supportive 
and conservative measures in any required 
degree to almost complete immobilization. 
The great advantage of this type of gar- 
ment is that if can be worn comfortably while 
sitting, standing or lying. In addition to cor- 
rect design and fine construction, Freeman 
supports embody many improvements to 
increase comfort and convenience for the 
wearer. For example, linings and stay 
covers are cushioned for comfort. All side- 
laced back supports have Freeman's ex- 
clusive self-smoothing, non-wrinkle fly. 

Mail coupon for details of Freeman qual- 
ity features and free reference catalog. 


FREEMAN MANUFACTURING COMPANY 
Dept. 603, Sturgis, Michigan 
Please send details on new Freeman features and 
include free pocket-size reference catalog. 
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Liberated 


from the pain 
and discomfort 
of Chronic Arthritis 


PABIRIN 


An effective clinical response, adequate to liberate the 
patient from the discomfort of chronic arthritis and rheu- 
matic affections, can be achieved in a large percentage of 
patients with Pabirin. Thus many arthritics can be re- 
stored to useful activities. 


PROLONGED, CONTINUOUS RELIEF 


Pabirin produces higher salicylate blood levels because of 
the inhibitory effect of PABA on salicylate excretion. 
Hence, while the medication is taken, relief is prolonged 
and continuous. 


SODIUM-FREE 


All Pabirin is sodium-free. It can therefore be given with 
or between courses of ACTH or cortisone, and to hyper- 
tensives and cardiacs. 


HIGHER POTENCY 


Pabirin provides acetylsalicylic acid, widely regarded as 
the most efficacious and best tolerated of all salicylate 
compounds. In addition to 5 gr. each of aspirin and 
PABA, each capsule contains 50 mg. of ascorbic acid. Six 
capsules daily supply a full therapeutic dose of vitamin C 
to prevent excessive fall in the blood ascorbic acid level. 


SMITH-DORSEY 


Lincoln, Nebraska 
A Division of THE WANDER COMPANY 


Each capsule now 
contains: 
Acetylsalicylic acid... Sgr. 
Para-aminobenzoic acid 5 gr. 
Ascorbic acid........... .50 mg. 


at all pharmacies. 


Pabirin is available | 
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FOR SPRAINS, 
STRAINS AND 
MUSCLE SPASM 


a new, powerful unction 


‘Rubiguent’ supersedes all surface applications 
for relief of pain by the use of the potent new 
penetrative agent, methyl nicotinate, in conjunc- 
tion with the powerful vasodilator, histamine. 
Methyl nicotinate opens the way for the histamine 
to penetrate tissues rapidly. There it promotes 
prolonged, pain-relieving hyperemia, comforting 
analgesia and soothing warmth. 


...for symptomatic relief of muscular aches, 
pains and stiffness associated with fatigue, over- 
exertion, muscle strains, fibrositis, arthritis, neu- 
ritis, sprains .. . during physical rehabilitation 
following immobilization for fractures; to calm 
the symptoms in bronchitis and other respiratory 
disorders. A non-greasy, cosmetically pleasing 
cream, requiring only gentle surface friction for 
application. 


*Trademark of related company Philadelphia 2, Pa. 
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Ciba | products of performance | FP riwine 


THE PATIENT FEELS 


iw ire 


for nasal a greater ease in breathing. | 
YOU OBSERVE 
prompt reduction of turgid 
the common cold mucous membranes. 


or allergy THE LITERATURE REPORTS 


a rapid decongestive effect — 
“relief lasts for several 
hours” —and a prolonged 
reduction of local swelling 
and congestion.” 


Supply : 0.05% Solution, 1 oz. 
bottle and 15 ml. Nebulizer. 


1. Hild, A. M.: Schweiz. med. Wehnschr. 
71:557, 1941. 

2. New and Nonofficial Remedies, 

J. B. Lippincott Co., Philadelphia, 1953, p. 200. 


Privine® HYDROCHLORIDE 
(MAPHAZOLINE HYDROCHLORIDE CiBA) 
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